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STRUCTURE  OF  THE  REPORT 


The  report  is  divided  into  two  parts:     The  two  chapters  of 
Part  I   review  the  earlier  phases  of  the  project  year.  Chapter 
I   outlines  the  objectives  and  activities  of  the  project  and 
the  structure  of  the  final   report.     The  introductory  chapter 
also  discusses  some  of  the  problems   that  are  associated  with 
the  development  of  alternatives  to  institutional  forms  of  long- 
term  care.     Chapter  II   reports  some  of  the  current  health  care 
efforts  which  may  prove  relevant  to  future  development  of  non- 
institutional   modes  of  long-term  care.     Included  are  abstracts 
of  recent  program  activities  among  the  major  Federal  agencies, 
an  inventory  of  recent  and  on-going  research  and  demonstration 
projects  and  summary  descriptions  of  how  other  countries  pro- 
vide  long-term  care. 

The  three  chapters  of  Part  II   discuss  the  proposals  for 
long-term  care  alternatives   that  were  developed  in  the  later 
stages  of  the  project.     Emphasis  is  given  to  the  ideas  of 
the  experts  who  participated  in  a  conference  held  at  The 
American  University  in   the  Spring  of  1972.     Chapter  III  out- 
lines  the  demonstration  concepts  developed  by  the  project 
staff  and  the  suggestions  for  demonstrations  submitted  by  the 
conferees  prior  to  the  conference.     Chapter  IV  explains  the 
plan  of  the  conference  and  lists  the  participants.     Chapter  V 
outlines  the  features  of  the  demonstration  models  proposed  by 
the  four  task  groups  formed  during  the  conference.     The  final 
chapter  also  distills  the  conferees'   viewpoints  on  the  unre- 
solved issues  and  problems  that  must  be  faced  if  meaningful 
improvements  are  to  be  made  in  meeting  the  care  needs  associated 
with   long-term  illnesses. 
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PROJECT  OBJECTIVES  AND  ACTIVITIES 


Early  in  1971   the  Medical  Assistance  Advisory  Council 
(MAAC),  a  public  advisory  body  of  the  Medical  Services  Admin- 
istration (MSA)   recommended  that  a  search  be  conducted  for 
new  approaches  to  long-term  care.     This  search  was   to  focus 
on  non-institutional   alternatives  for  meeting  the  health  care 
needs  of  the  chronically  ill,  with  special  attention  to  the 
health  problems  and  the  care  needs  of  our  elderly  population. 

In  cooperation  with  the  Office  of  Innovation  in  MSA  and 
the  Office  of  Research  and  Demonstration  in  SRS,   the  project 
staff  at  The  American  University  proceeded  through  the  follow 
ing  sequence  of  tasks  during  the  project  year: 

1.     Using  the  best  available  data,  the  project 
staff  catalogued  the  needs  for  long-term 
health  services  in  the  population     and  the 
present  resources,  facilities,  manpower, 
and  financing  to  meet  these  needs.  The 
data  were  compiled  into  a  "Source  Book"  and 
presented  to  the  sponsors  in  the  early 
months  of  the  project  as  a  preliminary 
review  of  current  patterns  of  health  care 
among  the  chronically  ill. 

This  preliminary  report  of  December,  1971 
described  the  health  circumstances  of  the 
Nation's  elderly  and  the  provisions  now 
available  to  meet  their  long-term  care 
needs,  and  reviewed  some  of  the  implications 
of  the  data  for  the  types  of  demonstration 
concepts  which  seem  to  be  called  for  from 
an  initial   review  of  problems  and  needs. 
The  report  also  presented:     (a)  current 
basic  data  on  the  socio-economic  status  of 
the  nation's  elderly  population  who  are 
the  potential   users  of  long-term  care  ser- 
vices with  special   attention  to  trends  in 
age  structure,   race,  family  attachments, 
and  living  arrangements;   (b)   available  data 
about  chronic  conditions  among  the  elderly 
and  other  population  groups   both  in  and 
outside  of  institutions;    (c)   a  current 
summary  of  expenditures  for  the  health  care 
of  the  elderly  and  the   role  of  Federal  pro- 
grams  in  meeting  these  costs.  Particular 
attention  was   given  to  long-term  care  costs; 
(d)   recent  trends   in  nursing  home  facilities 
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and  bed  capacity,   their  geographic  distribution, 
ownership  and  how  they  appeared  to  have  been 
affected  by  major  Federal   programs;   (e)   a  re- 
view of  the  manpower  roles  and  problems  associated 
with   long-term  care  institutions;   (f)   a  brief 
description  of  the  early  development  and  current 
situation  of  the  home  care  programs  for  the 
elderly  in  the  'Jnited  States  and  the  implications 
of  such  programs  for  long-term  care. 

Prepared  a  survey  of  the  range  of  both 
established  and  innovative  approaches  to 
long-term  health  care  and  related  support 
services.     Special   attention  was  given  to 
recent  research  and  demonstration  activities 
which  showed  promise  of  contributing  to 
the  development  of  non-institutional  forms 
of  long-term  health  care.     A  broad  and 
relatively  unselected  inventory  of  these 
R&D  activities  were  appended  to  the  mentioned 
preliminary  report.     In  the  present  report 
the  inventory  of  agency  programs  and  re- 
lated R&D  projects  was  refined  and  expanded 
as  additional   information  became  available. 


3.  The  staff  developed  37  outlines  of  potential 
demonstration  concepts  and  components  for 
use  in  testing  the  feasibility  of  a  wide 
variety  of  non-institutional   approaches  to 
long-term  health  care  needs  of  chronically 
ill  persons.     The  demonstration  outlines 
proved  useful   as  starting  points  for  dis- 
cussion and  further  refinement  during  the 
working  conference  described  in   (4)  below. 

4.  A  conference  was  organized  to  draw  together 
State  and  community  health  care  officials 
and  practitioners,  consumer  representatives, 
and  Federal   agency  officials  concerned  with 
the  improvement  of  health  services  for  the 
chronically  ill.     This  small  working  con- 
ference sought  to  develop  ideas  for  demon- 
strations  to  test  the  feasibility  and 
effectiveness  of  a  range  of  alternatives  to 
institutional   long-term  care,  and  to  establish 
a  sense  of  priority  among  them. 
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PROBLEMS  ASSOCIATED  WITH  THE  DEVELOPMENT  OF 
NON-INSTITUTIONAL  ALTERNATIVES 


A  report  title  containing  the  phrase,   alternatives  to  long- 
term  institutional  care,  is  deceptive.     It  implies  that  readily 
available  alternatives  exist.     Although  practically  every  com- 
munity has  some  service  that  can  help  the  frail   elderly,  the 
disabled,  and  the  chronically  ill   to  live  outside  of  insti- 
tutions, virtually  none  have  the  array  of  services  needed. 
Furthermore,  even  v/here  partial   complement  of  needed  services 
exists,   they  are  ordinarily  fragmented,   uncoordinated,  and 
worse,   unknown  to  many  who  could  most  benefit  from  their  use. 

This  report  attempts  to  give  some  indication  of  the  magni- 
tude of  the  problem  now  and  in  the  near  future.     Its  particular 
focus  is  on  the  direction  which  research,   development,  and 
demonstration  activity  might  take  to  encourage  the  growth  of 
an  adequate  base  of  services  necessary  to  keep  people  out  of 
institutions.     Outlines  of  numerous  demonstration  concepts  and 
the  components  of  alternatives   to  current  modes  of  insti- 
tutional  care  are  presented  in  some  detail   in  Part  II   of  this 
report . 

Many  of  the  ideas  for  possible  demonstrations  presented  in 
Part  II  have  been  tried  in  health  service  contexts  other  than 
the  field  of  long-term  care. 

Aggregating  people  with  similar  limiting  conditions  to 
live  communally  is  one  example  of  an  old  solution  that  has  met 
with  varying  degrees  of  success  and  failure.     In  essence, 
aggregation  is  appealing  for  the  same  reason  that  the  institu- 
tional  approach  is  widely  accepted-- it  concentrates  demand  in 
one  location  so  that  services  can  be  supplied  efficiently. 
However,   aggregation  into  mutually  supportive  living  arrange- 
ments can  defeat  its  purpose  as  an  alternative  to  an  insti- 
tution if  the   resulting   life-style  promulgates   the  tendency 
to  "think  sick."     This  phenomenon  can  be  minimized  through 
planning,   careful    location,   and  continuing  skillful  inter- 
vention.    Managers  of  such   living  arrangements  must  be  fully 
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committed  to  the  premise  that  people  should  be  encouraged  to 
live  as  independently  as  possible  for  as  long  as  possible. 


Raking  use  of  institutional   facilities  on  a  part-time 
basis  is  an  approach  to  providing  services   that  is  attractive 
for  much  the  same  reason  that  congregate  living  arrangements 
are.     Space,  staff,   and  equipment  are  there  and  not  necessarily 
fully  utilized  by  the  resident  patients.     By  providing  a 
mechanism  (such  as   the  day  hospital)   for  bringing  people  to 
hospitals  or  skilled  nursing  homes,   the  frail  elderly  who  do 
not  require  24-hour  care  may  be  able  to  live  in  their  own 
homes  longer  than  might  be  otherwise  possible.     This  service 
mode  can  also  significantly  reduce  the  strain  on  families  who 
are  caring  for  an  elderly  or  disabled  individual. 

Bringing  services  on  an  as-needed  basis  to  people  in  their 
own  homes  is  still   another  approach   that  requires  additional 
testing  through  demonstration.     The   logistics  of  providing 
home  services  are  often  complex,  even  when  only  a  single 
service  is  required.     When  travel   costs  are  added  to  labor  and 
supply  costs,   the  dollar  outlays   for  h ome -de  1 i ve re d  services 
can,  on  unit  basis,   be  very  high.     Nevertheless,  when  home 
health  services  are  an  effective  alternative  for  hospital 
services,   they  can  be  substantially  less  costly,   as  Brahna 
Trager  has  documented  in  her  1972  report  to  the  U .   S.  Senate 
Special   Committee  on  Aging,  Home  Health  Services  in  the  United 
States ,    (April,   1972).     Costs,  of  course,   increase  when 
additional   services  are  required  (housekeeping,  protective, 
nutritional)   to  enable  an  individual   to  remain  in  his  own 
home.     With  such  services,  many  persons  now  in  institutions 
undoubtedly  could  continue  to  live  in  their  communities 
(estimates  of  the  proportion  range  from  10  to  50  percent), 
but  the  costs  may  well   be  more  than  the  individuals  or  their 
families  can  afford,  even  should  society  be  willing  to 
substantially  subsidize  the  necessary  home  services. 

Our  social   norms  and  public  policies  are  still  unclear 
in  their  assignment  of  responsibility  for  the  long-term  care 
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needs  of  our  elderly  population.     Particularly  vexing  is 
the  problem  of  determining  what  publicly  funded  services 
should  be  provided  and  for  whom.     This  public  dilemma   is  well 
illustrated  by  Medicare,  which  is  basically  limited  in  its 
provisions  to  the  concept  of  convalescence.     Recent  changes 
in  the  Medicare  provisions  have  further  shifted  the  brunt  of 
long-term  care  costs  to  Medicaid  and  other  f e de ra 1 -s tate 
matching  programs  which  are  administered  on  a  means  test  or 
medical   indigency  basis. 

Except  for  extreme  indigency,  adult  children  are  still 
assigned  the  responsibility  for  bearing  the  costs  of  health 
care  for  their  elders.     One  indication  of  the  eventual  need 
to  alter  public  policy  regarding  the  care  costs  imposed  by 
chronic  illnesses  can  be  found  in  some  of  the  population 
trends  cited  earlier.     As  larger  numbers  of  elders  live  into 
their  eighties  and  nineties,   their  adult  children  are  them- 
selves likely  to  be  in  retirement  status  and,  therefore,  less 
able  to  provide  for  the  long-term  care  needs  of  their  elders. 

An  important  element  in  consideration  of  the  policy 
dilemmas  about  providing  for  long-term  care  are  some  of  the 
population  trends  among  sub-groups  of  the  elderly,  including 
those  with  marginal  money  resources  and  the  racial   and  ethnic 
minorities  among  the  nation's  elderly. 

Racial  Minorities:     Some  segments  of  the  elderly  have  not 
been  adequately  considered  in  past  provisions  for  long-term 
care  needs.     For  example,  population  data  and  projections 
indicate  that  longevity  increases  among  the  Negro  minority 
will,   in   the  next  two  decades,   result  in  large  percentage 
increases  of  Negroes  who  will   live  well   into  the   "nursing  home 
age"   (by  1990,   a  215  percent  increase   is  anticipated  among 
Negro  women  in   the  85+  age  category).     In  the  past,  aged 
Negroes  have  been  under-represented  in  the  institutionalized 
population   (2-3  percent  of  their  members  compared  to  4-5 
percent  of  the  aged  white  population).     It  seems  desirable 
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to  find  ways  to  increase  minority  participation  in  the  pro- 
vision of  quality  long-term  care,  either  on  a  proprietary  or 
a  non-profit  basis.     Although  data  is  lacking  on  the  quality 
of  nursing  home  care  provided  to  Negroes,  the  few  available 
clues  suggest  that  it  tends  to  be  less  adequate  than  that 
available  to  aged  white  persons. 

The  inferior  health  status  of  American  Indians  and  Alaska 
natives  is  well  known.     Diseases  which  no  longer  are  major 
problems  for  the  majority  population  still  cause  widespread 
illness  and  death  among  the  Indians.     In  1965-1967,  the 
death  rate  from  tuberculosis  was  eight  times  that  of  the 
population  as  a  whole.     Death  rates  from  influenza  and 
pneumonia,  accidents,  diabetes  mellitis,  cirrhosis  of  the 
liver,  and  gastroenteric  disease  were  double  the  United 
States  rate. 

Providing  health  services  to  the  elderly  American  Indian 
is  complicated  not  only  by  the  usual  poverty  related  factors 
(lack  of  sanitation,  inadequate  nutrition,  impoverishment, 
etc.)  but  by  the  geographic  dispersion  of  the  population  and, 
frequently,  by  the  resistance  of  the  elderly  to  leaving  their 
homes  and  their  tribal   life  styles. 

Ethnic  Minorities:     A  similar  circumstance  applies  to  the 
nation's  major  ethnic  groups,  most  of  whom  migrated  as  young 
adults  from  European  countries  in  the  early  decades  of  this 
century.     Many  of  these  immigrants  have  lived  in  ethnic  en- 
claves in  our  major  cities,  maintaining  their  language  and 
old  country  customs  through  the  years.     Census  data  shows 
that  these  immigrants  are  now  in  or  approaching  the  "nursing 
home  age." 

The  fact  that  substantial   numbers  of  older  people  still 
have  strong  ties  to  their  own  cultures  has  some  important 
implications  for  how  health  services  are  best  provided  to 
them.     First,   health  care  delivery  systems  that  presume 
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fluency  in  English  and  full   acculturation  are  not  likely  to 
be  effective.     Services  in  ethnic  enclaves  are  best  geared 
to  the  characteristics  of  the  community  as  it  exists.  Second, 
many  members  of  ethnic  groups  belong  to  benevolent  associations, 
both  religious  and  secular,  that  are  still   active  and  which 
could  be  mobilized  to  better  meet  the  needs  of  the  elderly  in 
their  own  groups.     Even  in  the  absence  of  viable  organizations, 
the  tradition  of  mutual   group  solidarity  would  facilitate  the 
establishment  of  associations  well-suited  to  effectively  pro- 
vide support  services  addressed  to  long-term  care  needs. 

Some  of  the  demonstration  concepts  outlined  in  Part  II 
could  put  to  good  advantage  the  cohesion  among  minority  and 
ethnic  groups.     Communal   living  arrangements  and  health  service 
modes  which  utilize  pa  rap rof es s i on  a  1 s  or  family  members  in  the 
provision  of  care  are  cases  in  point.     Although  ethnic  group 
control  of  health  or  supportive  services  may  be  difficult  to 
implement,  several  benefits  may  result.     For  example,  direct 
family  participation  in  the  care  process  would  serve  as  a 
means  to  offset  some  of  the  care  costs  which  are  now  often 
prohibitively  high  for  low  income  minority  families  and  allay 
feelings  of  guilt  about  sending  their  elders  to  unfamiliar 
care  settings. 

Integration  of  Health  care  and  Supportive  Services 

The  project's  attention  to  non -i ns ti t u ti ona 1  alternative 
forms  of  long-term  care  perhaps  should  emphasize  ideas  about 
systems  of  integration  for  such  services  since  the  forms  of 
such  care  and  the  needs  underlying  them  are  already  well  known. 
What  seems  most  apparent  is  that  efforts  to  provide  such 
services  to  the  aged  are  often  scattered  and  u n i n tegra te d .  The 
range  of  required  support  services  are  quite  diverse  and  their 
control   is  often  firmly  embedded  in  agencies  and  institutions 
whose  links  to  the  field  of  health  services  are  remote. 
Frequently,  as  with  many  casework  agencies,   the  philosophy 
(and  paper  work)  are  not  amenable  to  the  notion  of  providing 
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discrete,  single  services  in  a  long-term  supportive  context. 
Most  such  agencies  are  better  organized  to  deal  with  human 
needs  on  an  acute  or  episodic  basis. 

The  organization  of  health  care  delivery  for  the  aged 
should  be  flexible  and  rich  in  options  because  of  the  great 
variation  in  their  needs,  customs,   resources,  and  in  the  many 
other  factors  of  a  diversified  society.     Existing  organizations- 
e.g.,  hospital- re  la  ted  extended  care  facilities,  hospital-based 
and  other  home  care  programs,  nursing  homes,  rehabilitation 
programs - -are  often  criticized  for  not  delivering  adequate 
services  for  meeting  the  needs  of  the  geriatric  patient,  a 
task  which  would  be  extremely  difficult  for  them,  since  each 
program  is,  in  a  sense,  only  involved  with  a  portion  of  the 
patient's  problem  for  some  specified  period  of  time.     A  com- 
prehensive approach  which  takes  into  account  the  needs  of  the 
whole  aged  individual   over  time  is  lacking  and  needed. 

Coordinating  mechanisms  should  be  developed  to  facilitate 
the  placement  of  aged  patients  in  relation  to  their  needs, 
thus  making  optimum  use  of  personnel   in  long-term  facilities 
and  programs.     Techniques  recently  adapted  by  hospitals,  such 
as  hospital  utilization  review  committees,  inter-hospital 
bed  registries,  community  referral  and  placement  services,  and 
area-wide  planning  should  be  adopted  by  institutions  involved 
with  patients  in  need  of  long-term  health  care  on  an  experi- 
mental basis  to  determine  their  effectiveness,  both  in  terms 
of  the  efficiency  of  resource  allocation  and,  more  importantly, 
in  terms  of  the  quality  of  care. 

Cons  ume  ri  sm 

There  seems  a  clear  need  for  developing  new  ways  to 
mediate  between  the  consumers  and  providers  of  long-term  care. 
An  effective  intermediary  between  the  health  service  industry, 
which  is  basically  proprietary,  and  the  people  being  served  is 
too  often   lacking.     The  state  and  federal   agencies  have  not 


1-10 


nerformed  this  function  effectively,  perhaps  because  of  their 
primary  involvement  as  providers  of  financial   resources.  Two 
of  the  demonstration  concepts  addressed  to  this  circumstance 
are  publicly      managed  information  systems  which  evaluate  as 
well   as   list  long-term  care  services  available  in  the  community, 
and  a  community  crisis  management  center  for  families  faced 
with  long-term  care  problems  they  can  no  longer  cope  with. 

Community  Information  System:     There  is  a  need  for  easy 
public  access  to  full  information  about  the  long-term  care 
facilities  and  services  currently  available  in  a  given  area. 
Ideally  such  an  information  system  would  provide  the  kind  of 
data  necessary  for  making  decisions  about  care  in  nursing  home 
facilities,  as  well   as  home  health,  homemaker,  meal  service, 
and  other  supportive  services  in  the  vicinity.     Such  an  infor- 
mation system  could  perhaps  be  modeled  after  the  computer- 
assisted  Job  Banks  now  being  used  in  the  job  search  process  of 
State  Employment  Service  offices  in  some  100  cities.     In  the 
health  care  context  such  a  system  could  provide  current  data 
about  nursing  homes  as  well   as  home-based  and  other  supportive 
services   including  costs,  eligibility  requirements,  waiting 
periods  for  service,  and  other  essential  facts. 

Crisis  Management:     Information  and  referral   services  for 
aged  persons  and  their  families  reportedly  have  been  established 
in  a  number  of  areas  but  few  are  set  up  to  cope  with  the  kinds 
of  emergencies  that  bring  about  the  demand  for  institutionali- 
zation of  an  aged  individual.     All  too  often,  families  have 
no  idea  of  what  services  are  available  nor  where  to  get 
additional   information.     Moreover,  the  precipitating  incident 
is  often  so  emotionally  overwhelming  that  decision -making 
capacity  is  impaired.     Finding  some  place  for  the  older 
individual   immediately  appears  to  be  of  such  urgency  that 
alternatives  are  not  considered.     As  a  result,  some  older 
individuals  are  institutionalized  unnecessarily. 
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A  well   publicized  crisis  center  could  provide  counseling, 
information,   and  emergency  services  on  a  short-term  basis 
to  take  much  of  the  pressure  off  the  family  and  the  aged  in- 
dividual who  find  themselves  in  a  crisis  situation. 

The  purpose  of  the  crisis  management  service  would  be  to 
help  families  avoid  hasty,  i  1 1  -  con ce i ve d  decisions  about  in- 
stitutionalization that  can  result  in  the  deterioration  of  the 
individual,  as  well   as  in  needless  and  rapid  depletion  of  per- 
sonal  resources,  and  eventual  dependence  on  financial  assis- 
tance from  public  sources. 

The  service  would  make  it  possible  for  families   (or  an 
individual)   to  "buy  time"  so  that  a  more  rational  decision 
about  how  needed  care  can  be  most  effectively  provided  can  be 
made.     The  provision  of  short-term  supportive  services,  in- 
cluding 24-hour  nursing  service,   if  necessary,  would  allow 
those  responsible  to  assess  the  situation  more  calmly  and  to 
enlist  the  aid  and  information  resources  of  appropriate  service 
agencies  in  drawing  up  a  plan  for  providing  care. 

In  the  coming  years,  as   the  Social   Security  Administration 
information  and  referral   activity  increases  and  the  social 
services  agencies  at  the  State  level   acquire  additional  experi- 
ence with  non-institutional  modes  of  care,  it  will  be  possible 
to  make  more  definitive  judgments  on  the  merits  of  the  various 
al ternati  ves . 

At  this  early  stage,  most  modes  of  non-institutional  care 
are  underdeveloped.     Choices  are  di f f i cu 1 1  ,bu t  must  be  made. 
Therefore,  careful   allocation  of  demonstration  monies  becomes 
critical.     In  the  past,   demonstrations  too  often  were  used  as 
a  means  to  provide  needed  services   to  a  locality  with  a  faint 
hope  that  the  services  would  continue  beyond  the  demonstration 
period.     For  the  purposes  of  this  project,  a  more  rigorous 
definition  of  demonstrations  was  assumed:     their  fundamental 
purpose  is  to  provide  information  on  what  does  and  doesn't 
work  and  why.     This  type  of  information   is  essential  in 
designing  the  elements  of  the  larger  scale,  many-faceted  long- 
term  care  systems   that  must  be  developed. 
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FEDERAL  PROGRAMS 


There  are  a'  variety  of  federal  programs  which  involve, 
or  have  implications  for,  alternatives  to  long-term  insti- 
tutional  care.     The  programs  which  are  summarized  on  the 
following  pages  are  abstracted  and  adapted  from  De  ve 1 opme  n  ts 
in  Aging:     1971   and  January -March   1972,  the  recent  report  of 
the  Special   Committee  on  Aging  of  the  United  States  Senate, 
May  5,   1972.     This  review  of  existing  programs,  each  with 
some  relevance  to  alternative  approaches,  provides  up-to-date 
background  information  on  what  is  currently  being  done,  based 
on  very  recent  reports  from  the  agencies  themselves. 
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Administration  on  Aging 


The  Administration  on  Aging  has  conducted  a  variety  of 
programs  on  behalf  of  the  elderly.     Under  the  Older  Americans 
Act,  matching  grants  under  Title  III  are  provided  to  state 
agencies  on  aging  for  several   purposes.     First,   the  state 
agencies  have  been  instrumental,  not  only  in  the  preparation 
of  the  White  House  Conference,  but  also  in  arranging  state 
conferences  and  forums  that  clarified  the  principal  issues 
and  needs  facing  the  aging.     Six  thousand  such  forums  were 
held  at  which  the  elderly  had  an  opportunity  to  express  their 
concerns.     A  product  of  these  efforts  was  the  completion  of  a 
Comprehensive  Study  of  the  Status  and  Needs  of  the  Aging  and 
a  report  on  Achievements  of  State  Programs  for  the  Aging. 
These  efforts  have  helped  provide  an  appropriate  background 
of  information  to  enhance  the  prospects  of  comprehensive 
planning,  coordination  and  evaluation. 

A  second  matching  grant  program  is  the  Community  Services 
and  Planning  Program.     During  1971,  Title  III  served  800,313 
older  persons   through  1,721   projects.     Title  III  community 
grants  are  awarded  by  state  agencies  to  local   or  private 
non-profit  agencies  to  improve  services  and  develop  new  ones 
for  the  elderly.     Host  relevant  are  the  services  for  independent 
living  offered  in  235  community  programs  during  1971.  These 
programs  of  in-home  and  out-of-home  services  are  designed  to 
maintain  the  elderly  in  self-sufficient  living,  reaching  a 
large  portion  of  the  home-bound  population.     Also  there  were 
416  community  programs  of  volunteer  service  for  the  elderly, 
such  as  friendly  visiting,   telephone  reassurance,  transportation, 
adult  education,  homemaker  services,  and  the  like. 

The  various  nutrition  programs  discussed  in  the  inventory 
provided  24,913  older  persons  with  either  group  or  home  de- 
livered meals.     Transportation  programs  were  emphasized  in 
1971   to  counteract  the  mobility  limitations  which  impede  in- 
dependent living  of  the  elderly.     In  addition,   160  projects 
provided  health  and  health-related  services  through  visiting 
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nurses  and  homo-health  services  for  the  home-bound  elderly. 
Other  services  administered  through  these  various  programs 
included  health  .education,  geriatric  screening  and  referral, 
immunization,   counseling  and  other  services  aimed  at  helping 
adjustment . 

State  agencies  with  assistance  under  Title  III  provided 
support  for  474  senior  centers  located  in  public  housing 
projects,  churches,  public  and  private  buildings,  and 
institutions.     Many  of  these  have  satellite  centers  where 
the  elderly  reside.     The  centers,  besides  offering  social  and 
recreational   activities,  trained  2,434  elderly  for  employment 
and  provided  them  with  opportunities  to  participate  in 
community  life.     There  were  335  community  programs  located 
in  rural   areas,  487  in  urban  areas  and  119  in  Model  Cities. 

A  third  matching  program  under  Title  III   is  the  Area- Wide 
Model   Project  Program,  which  provides  discretionary  grants  to 
selected  state  agencies  of  aging.     The  objective  of  the  pro- 
gram is  to  develop  and  test  innovative  approaches  to  enhance 
independent  living  of  the  elderly.     Prerequisites  to  the 
grants  are  intensive  efforts  by  the  state  to  identify  and 
clarify  needs  of  the  elderly  and  to  develop  a  plan  of  action 
to  deal  with  these  pressing  needs  and  service  gaps.  The 
planning  and  implementation  phase  of  the  "Plan  of  Action" 
typically  focuses  on  the  integration  of  existing  services  and 
the  initiation  of  new  services.     Each  of  the  area- wide  pro- 
jects has  a  target  population  with  a  high  percentage  of  low 
income  and  minority  group  elderly. 

The  first  nine  area- wide  model   projects  were  funded  on 
June  30,   1971,   involving  $2.2  million.     During  the  remainder  of 
1971,  an  additional   12  awards  were  made.     All   of  the  projects 
emphasized  alternative  approaches  which  would  provide  the 
in-home  services  necessary  to  postpone  or  avoid  institutional- 
ization.    Among  the  services  provided  are  outreach  activities 
preventive  health  measures,  and  linkages  with  existing  services 
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Health  Services  and  Mental   Health  Administration 


The  Community  Health  Service  supports  development  and 
coordination  of  better  organized  and  delivered  health  services, 
monitoring  of  medical   care  standards,   and  development  of 
health  resources  through  training  programs  and  educational 
information  activities. 

The  Division  of  Medical   Care  Standards  within  the  Community 
Health  Services  has  instituted  several   programs  which  promote 
and  maintain  quality  care  for  the  elderly  through  utilization 
reviews  and  surveillance  of  services.     This  division  also 
consults  with  the  Social  Security  Administration  on  medical 
problems  in  the  care  and  safety  of  Medicare  beneficiaries. 
The  Partnership  for  Health  Legislation  supports  project  grants 
that  encourage  flexibility  and  innovation  in  health  care 
delivery  systems.  The  major  result  of  the  ongressional 

mandate  has  been  the  funding  of  55  comprehensive  health 
service  centers  which  also  serve  the  elderly.     These  centers 
provide  a  wide  range  of  health  and  health  related  services  to 
about  one  million  persons,   5  percent  (50,000)   of  whom  are  65  yea 
and  older.     The  services   include  preventive  health  care,  dental 
care,  screening  and  diagnosis,  home  care,  rehabilitation, 
social   services,  outreach       and  hospital   and  referral  services. 
In  addition,   the  Kansas   City  Wayne  Miner  Health  Center  has 
three  public  health  nurses  and  eleven  home  health  aides  who 
offer  outreach     services  to  the  chronically  ill   through  its 
six  outreach     facilities.     In  the  Yeatman  Health  Care  Program, 
also  in  Kansas  City,   tenants  of  a  near-by  housing  project  are 
eligible  for  center  services.     Another  grant  in  Syracuse, 
New  York,   is  testing  the  provision  of  health  service  in  public 
housing  under  the  direction  of  attending  physicians.  Services 
in  this  project  include  nursing,   therapeutic  care,  social 
work  and  motivational   services  to  tenants.     The  objective  of 
the  project  is  to  help  the  elderly  avoid  becoming  bedridden 
and  ultimately  institutionalized. 
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Under  the  National   Institute  of  Mental  Health,   the  Hospital 
Improvement  Program  focuses  on  improving  the  treatment,  care 
and  rehabilitation  of  the  mentally  ill    in  302  eligible  state- 
supported     hospitals.     Seven  projects  in  this  program  are  con- 
cerned with  aged  persons.     Using  a  variety  of  approaches,  these 
studies  came  up  with  rome  common  findings:     dependence  on  hos- 
pital  care  can  be  minimized,  social   skills  can  be  re  learned  or 
acquired,  restoration  of  physical   functioning  is  possible,  a 
higher  discharge  rate  can  be  attained,   and  remotivation  of 
interests  and  skills  is  possible. 

In  addition,  the  National   Institute  of  Mental   Health  has 
conducted  a  number  of  studies  dealing  with  various  aspects  of  the 
aging  process     including  the  effects  of  the  environment,  re- 
tirement,  psychosocial   adjustment,   the  terminal   stages  of  life, 
and  experimentation  with  evaluation  of  methods  for  serving 
the  elderly.     During  1971,  there  were  15  active  applied  re- 
search grants  in  which  the  major  focus  was  on  the  aging  pro- 
cess or  the  aged  person.     Three  current  studies  in  New  York, 
Philadelphia,   and  St.    Louis  are  examining  the  housing  needs  of 
the  aging     and  developing  programs  to  meet  these  needs.  Other 
applied  research  projects  focus  on  areas  of  service  such  as 
coordination  of  community  resources  to  meet  the  needs  of  the 
aging,   the  problems  of  adjustment  in  moving  from  one  kind  of 
housing  to  another,   the  relationship  between  the  use  of 
leisure  time  and  mental   functioning,  and  the  influence  of 
architectural   design  on  the  behavior  of  the  mentally  impaired 
aged.     A  Section  on  Mental   Health  of  the  Aging,  within  the 
Division  of  Special   Mental   Health  Programs,  encourages  the 
recognition  and  incorporation  of  mental   health  considerations 
in  programs  for  the  aging,   the  incorporation  of  provisions  for 
the  elderly  in  mental   health  programs  in  w  h  i  c  h  this  group  has 
been  neglected,  and  services  and  research   in  areas  of  innovative 
programs.     The  main  instruments  of  the  Section  include  con- 
sultation and  dissemination  of  information  on  the  mental  health 
needs,  programs  and  services  of  the  aging. 
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A  major  portion  of  the  National   Institute  of  Mental 
Health  training  funds  concerned  with  the  aging   is  spent  in 
support  of  training  grants,   including  teaching,   trainee  stipends, 
fellowships,  and  research  development    awards.     Emphasis  is 
on  the  training  of  new  types  of  manpower  to  care  for  the  aging 
and  to  provide  preventive  mental   health  services.     In  1971, 
19  institutions  and  68  trainee  stipends  were  supported  under 
these  training  programs.     In  addition,  four  fellows  in  four 
institutions,  and  eight     scientists  in  seven  institutions 
were  supported.     Fourteen  social  work  programs  focus  entirely 
upon  the  aged.     There  are  also  programs  funded  specifically 
for  geriatric  psychiatry  at  the  Duke  University  Me.dical  School 
and  the  Illinois  State  Psychiatric  Institute,  training  psychi- 
atric nurses  and  new  workers  such  as  the  Geriatric  Outreach 
W  o  r  k  e  r . 

Of  particular  importance  is  the  National   Center  for  Health 
Services  Research  and  Development  which  supports  activities 
directed  to  general   aspects  of  health  services  and  major 
health  problems  in  organization,  delivery  and  financing  of 
health  services.     In  improving  the  full   range  of  these  services 
for  the  general   population,   the  needs  of  the  elderly  are  also 
served.     A  variety  of  projects  supported  by  the  Center  have 
particular  impact  upon  the  health  needs  of  the  aging.  These 
projects  include  focusing  on  coordination  of  health,  social 
and  welfare  services;   alternatives  to  hospital  use  and  home 
care;   the  costs  of  alternative  methods  of  care;   rates  of 
utilization  associated  with  various  social   and  economic 
factors;  experimental  medical   care  review  organizations  which 
examine  alternative  approaches  and  systematic  methods  in 
reviewing  medical   care;   identification  and  demonstration  of 
appropriate  conditions   in  which  health  care  technology  can 
bring  meaningful   reductions   in  the  cost  of  services;   and  the 
demonstration  of  various  research  and  development  components 
in  "community  laboratories"   to  determine  the  health  care 
requirements  of  people  in  relation  to  existing  community  re- 
sources.    In  1971,   the  Experimental   Health  Servi ces Del i very 
Systems  program  was   initiated  to  support  and  assist 
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communities  in  coordinating  their  public,  private  and  volun- 
tary resources  to  design,  implement  and  manage  a  high  quality 
cost-effective  health  service  system  accessible  to  all  segments 
of  the  population.     Twelve  communities,  ranging  in  size  from 
a  three  county  rural   farm  setting  with  150,000  residents  to  an 
entire  state  were  selected  to  receive  support  under  this  pro- 
gram during  its  first  year  of  operation. 

Under  The  Regional  Medical   Programs,  fifty-six  projects 
have  been  instituted  to  demonstrate  innovative  techniques  and 
delivery  patterns  promoting  more  effective  utilization  of 
health  manpower  and  encouraging  regional   coordination  of  health 
facilities  and  resources.     Taking  a  comprehensive  approach  to 
personal   health  care,  these  programs  emphasize  the  treatment 
of  heart  disease,  cancer,  stroke,  kidney  disease  and  related 
chronic  conditions  all  of  which  particularly  affect  the  health 
of  the  aging.     Though  the  Regional  Medical   Programs  are  not 
aimed  exclusively  at  the  aging,   there  are  a  number  of  patient 
care  demonstration  activities  and  training  efforts  which  have 
particular  relevance  for  the  care  of  the  aging.     These  include 
disease  detection  and  prevention,  public  education,  follow-up, 
rehabilitation,  improved  care  for  the  ambulatory,  and  other 
demonstrations  in  the  care  of  persons  suffering  or  susceptible 
to  the  threat  of  cardiovascular  disease,  hypertension,  cerebro- 
vascular disease,   kidney  disease,  diabetes,  and  pulmonary 
problems.     For  example,  a  mobile  rehabilitation  service  makes 
such  services  available  to  rural   areas  of  Southeast  Missouri 
by  means  of  teams  of  physical   therapists  and  nurses  aides  with 
support  services  provided  by  hospitals  and  nursing  homes. 

Another  important  development  related  to  the  health  care 
of  the  elderly  is   the  Health  M aintenance  Organization  Service 
established  in  1971.     Eight  such  organizations  are  expected 
to  serve  about  2  million  citizens  at  full   enrollment,  a  por- 
tion of  which  will   be  elderly  persons.     The  Health  Maintenance 
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Organization  provides  a  comprehensive  range  of  medical  ser- 
vices to  subscribers  for  a  fixed  contract  fee  paid  in  advance. 
Emphasis  on  preventive  and  early  detection  of  disease,  accessi- 
bility, efficiency  and  cost  containment  will   have  an  impact 
in  serving  the  elderly  who  typically  have  a  higher  than  average 
rate  of  service  utilization. 

The  Indian  Health  Service,   also  part  of  the  Health  Services 
and  Mental   Health  Administration  serves   Indians  and  Alaska 
natives  living  in  geographic  and  cultural   isolation  on  reser- 
vations and  communities  located  in  24  states  and  remote  vollages 
of  Alaska.     Though  the  Indian  population,  because  of  its  high 
mortality  rate,   is  a  relatively  young  segment  of  the  national 
population,   the  Indian  Health  Service  programs  help  to  minimize 
the  health  problems  of  the  aging.     Specif icially,   the  coordi- 
nation of  services  of  the  Indian  Health  Service  medical  and 
social  work  staff  help  the  immediate  needs  and  encourage  early 
detection  of  medical   and  health  problems,  including  those  of 
the  elderly.     Indian  Physician  Assistants,   Community  Health 
Representatives  and  Community  Health  Aides  are  geared  to  pro- 
vide outreach  services  and  to  bring  the  individual   problems  of 
patients  to  the  attention  of  appropriate  health  and  social 
resources.     Transportation  to  Indian  Health  Facilities  is  also 
provided.     Indian  Health  Service  pharmacists  counsel  patients, 
mainly  the  elderly,  on  the  long-term  use  of  drugs  and  medi- 
cations for  chronic  disease  such  as  diabetes  and  heart  disease. 
Prevention  of  institutionalization  of  the  senile  and  the 
mentally  ill   elderly  through  mental   health  treatment  is  also 
encouraged  by  social   planning  for  the  Indians.     Other  efforts 
by  the  Indian  Health  Service  include  a  family-centered  service 
program  of  intensive  nutrition  and  dietetics  education  adapted 
to  the  food  habits  and  cultural   practices  of  the  Indian  and 
Alaska  natives. 

The  Center  for  Disease  Control   focuses  on  the  preventive 
aspects  of  health  service  delivery  and  quality.     Although  its 
activities  are  not  targeted  on  the  aging,  the  special  health 
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needs  of  the  elderly  population  are  frequently  reached  by 
these  services.     Currently,  the  Center  is  supporting  a  project 
to  determine  the  effect  of  food  supplements  on  health  of  the 
institutionalized  and  non- institutional! zed  populations  of 
elderly  persons. 

The  newly  developed  National  Health  Service  Corps  directs 
its  activities  to  areas  of  critical   need  of  health  personnel. 
It  is  likely  that  this  service  will   have  an  impact  on  the 
elderly,  particularly  because  the  areas  of  critical  manpower 
shortage  are  in  urban  cities  and  remote  rural   areas,  both 
of  which  have  typically  heavy  concentrations  of  older  persons 
who  are  limited  in  their  mobility. 

Social   and  Rehabilitation  Service 

Various  components  of  the  Social  and  Rehabilitation 
Service  conduct  a  great  many  activities  that  affect  the 
elderly.     In  1971,  the  Old  Age  Assistance  Payments  Adminis- 
tration served  2,057,000  persons  aged  65  and  over.  Studies 
of  the  recipients  indicate  that  the  average  recipient  is 
about  77  years  of  age  and  female.     About  35  percent  of  the 
beneficiaries  live  alone  in  their  own  homes,  27  percent  re- 
quiring some  assistance  from  others  in  their  daily  living. 
Most  comprehensive  of  the  prog/ams  of  assistance  is  Medicaid. 
In  1971,  all   Federal  matching  funds  for  vendor  payments  for 
the  medical   care  of  indigent  aging  and  other  groups  were 
paid  for  through  state  Medicaid  programs  in  48  states.  These 
programs  provide  Medicaid  to  those  65  and  older  who  are 
eligible  for  public  assistance  payments;   in  27  states  there 
is  provision  that  aging  persons  who  do  not  receive  such 
grants  are  eligible.     Some  states  exercise  options  in  de- 
livering services  covered  under  these  programs.     Forty -six 
states  offer  coverage  for  prescribed  drugs,   33  states  for 
eye  glasses,  31   states  for  physical   therapy,  and  35  states 


11-11 


for  prosthetic  devices.     The  basic  Medicaid  package  for  all 
the  states   includes   in-patient  and  out-patient  services, 
physician  services,   laboratory  and  X-ray  services,  transpor- 
tation to  medical   care,   and  skilled  nursing  home  services. 
In  1971,   there  was  an  increase  of  12  percent  in  the  number  of 
aging  persons  receiving  Medicaid  services,  totaling  to  3.6 
million. 

The  Community  Services  Administration  provides  assistance 
to  states  implementing  adult  services.     In  1971,   the  number 
of  aged  receiving  services  nation-wide  under  the  service  pro- 
grams increased  50  percent  over  the  previous  year.     The  fiscal 
year  1972  expenditures  for  adult  services  program  increased  by 
$18  million  over  the  previous  year.     The  principal  service 
pattern  in  these  various  programs  includes  health  support 
services,  protective  services,  services  to  help  the  older 
person  remain  in  his  home,   services  relating  to  self  care, 
and  assistance  in  returning  the  older  person  to  his  home 
from  an  institution.     Using  the  demonstration  route,  the 
Community  Services  Administration,  Division  of  Services  to 
the  Aging,  has  funded  several   projects.     Recently  a  three 
year  study  of  protective  services  to  older  adults  was  published. 
(This  national   report  is  discussed  at  some  length  in  the 
inventory  of  projects  which  follows.)     A  second  report  entitled 
Social  Services  Related  to  Medicaid  presents  data  on  the  need 
for  and  current  provisions  of  social   services  to  aging  re- 
cipients.    In  another  study,   seven  rural   Mississippi  counties 
are  being  assisted  in  demonstrating  the  possible  usefulness 
of  homemaker  services. 

The  main  objective  of  the  Rehabilitation  Services  Admin- 
istration program  for  the  aging  is  to  rehabilitate  as  many 
older  handicapped  persons  as  possible  for  gainful  employment 
through  various  State-Federal   vocational  rehabilitation 
programs.     These  programs  emphasize  helping  the  individual 
to  help  himself,   and  include  such  services  as  evaluation 
and  medical   diagnosis,  vocational  counseling, 
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medical   care  to  reduce  or  remove  the  disability,  vocational 
training,  placement,  and  follow-up.     Recently,  state  rehab- 
ilitation agencies  have  intensified  their  efforts  to  serve 
the  aged  handicapped  and  to  increase  their  numbers  in  the 
programs.     The  state  and  rehabilitation  agencies  using  the 
basic  support  resources  provided  by  the  Federal  counterpart 
have  extended  their  services  to  the  aged  disabled.  For 
example,   the  Iowa  rehabilitation  agency  is  cooperating  with 
the  Easter  Seal   Society  on  a  project  to  help  the  home-bound 
disabled.     Also  the  Ohio  Rehabilitation  Agency  is  participat- 
ing actively  in  a  public  housing  project  designed  specifically 
for  the  handicapped  and  senior  citizens.     In  Washington,  D.  C, 
a  pilot  project  is  being  conducted  with  the  Davis  Memorial 
Goodwill   Industries  for  the  development  of  sheltered  workshop 
facilities,  a  part-time  employment  service,  and  evaluation  of 
training  programs  to  serve  the  older  disabled.     The  Rehabili- 
tation Services  Administration  also  offers  training  grants  in 
program  development  for  the  aging.     For  instance,  Long-Term 
Training  grants  are  available  in  such  fields  as  rehabilitation 
counseling,  nursing,  physical   therapy,  speech  pathology  and 
audiology,  occupational   therapy  and  home  economics.  The 
training  in  home  economics   includes  home  health  care  for  the 
aging,  home  services  for  the  aging  in  rural   areas,  as  well 
as  the  preparation  of  specially  designed  clothing  for  the 
chronically  disabled  to  facilitate  their  mobility  and 
personal  care. 

Under  Section  1115  of  the  Social  Security  Act,  sixteen 
different  demonstration  projects  were  funded  in  1971   that  served 
elderly  recipients  of  public  welfare.     Two  projects  are 
concerned  with  providing  housing  assistance  to  the  aged.  The 
Kentucky  Department  of  Economic  Security,   in  cooperation  with 
Federal   programs,   is   conducting  a  project  in  four  counties 
involving  the  repair  of  1,000  homes  belonging  to  the  aged 
blind,   and  disabled   persons     to  help  them  remain  in  their 
own  homes.    A  project  in  Georgia  is  demonstrating  the 
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coordination  of  various   types  of  housing  assistance  and  re- 
sources to  improve  the  housing  of  the  aged     recipients.  Two 
projects  deal  with  the  consumer  affairs  of  the  aged.     In  one 
project  in  Georgia,   educational  materials  and  help  for  the 
elderly  and  other  low  income  families  and  individuals  are 
being  provided.     In  a  project  in  Michigan,  a  Consumer  Infor- 
mation Center  is  providing  consumer  education,  training 
information  and  referral   for  the  elderly  and  other  low  in- 
come residents   in  a  Model   Cities  area.     Two  additional  pro- 
jects are  demonstrating  the  effectiveness  of  a  coordinated 
and  comprehensive  delivery  system  of  social   services   to  the 
ag  blind,  disabled,   and  public  assistance  recipients.  In 

one  project  in  New  Jersey,  a  decentralized  community  organ- 
ization in  a  subur      rural  area  is  operating  to  improve  the 
delivery  of  services  such  as  protective  services,  home  manage- 
ment, housing,  and  consumer  education.     A  Model   City  project 
in  Washington  is  operating  a  Home  Management  Service  Center 
which  provides  various  services  such  as  money  management, 
housekeeping  skills,  and  family  management  for  the  aged  and 
other  public  assistance  recipients. 

Office  of  Economic  Opportunity 

The  Office  of  Economic  Opportunity  has,  by  legislative 
mandate,   a  special   role  in  the  elimination  of  poverty  and  in 
serving  the  elderly.     In  1971,  0E0  increased  its  emphasis  on 
the  elderly  poor  in  several  ways.     The  new  Office  of  Economic 
Opportunity  policy  directives  for  the  elderly  poor  included 
the  elderly  in  all   mu 1 ti -generati onal   programs  to  avoid  the 
unnecessary  reinforcement  of  social   isolation  from  which  the 
elderly  suffer.     In  cases  where  there  is  a  large  geographic 
concentration  of  the  elderly  or  a  need  to  meet  some  particular 
health,   employment,   legal   or  other  need  of  the  elderly,  0E0 
demonstration  programs  will   be  designed  exclusively  for  the 
senior  citizens  with  appropriate  links  to  programs  for  all 
ages.     A  second  thrust  of  the  new  policy  directives  for  the 
elderly  poor  is   the  underscoring  of  assurances  that  the 
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elderly  will   be  informed  about  and  receive  Social  Security 
and  Old  Age  Assistance  and  other  income- maintenance  benefits 
and  social   services  for  which  they  are  eligible.     A  third 
feature  is   an  emphasis   on  encouraging  special  consideration 
in  hiring  qualified  older  persons   in  0E0  and  OEO-funded 
projects. 

During  1971,   the  Office  of  Economic  Opportunity  undertook 
a  national   survey  of  programs  and  activities  related  to  serving 
the  elderly  poor  by  Community  Action  Agencies.  Important 
among  the  various  0E0  programs  is  the  Senior  Opportunities 
and  Services  Program,  designed  exclusively  for  the  elderly 
poor.     The  project,   funded  under  Section  222(A)   of  the  Equal 
Opportunity  Act,  specifically  focuses  on  reducing  poverty 
among  persons  55  years  and  older.     These  programs  are  designed 
to  identify  and  meet  the  special   economic,  health,  employment, 
welfare  and  other  needs  of  the  elderly  poor  in  projects  which 
serve  and  employ  older  persons  as  the  predominant  participant 
or  employee  group.     During  1971,   the  number  of  programs  in- 
creased from  208  to  252,  making  it  possible  for  programs  to 
operate  in  48  states,  Puerto  Rico,  and  the  Trust  Territories 
of  the  Pacific  Islands.     These  projects  develop  and  provide 
new  employment,  volunteer  services  and  referral;  stimulate 
and  create  additional   services  and  programs  to  fill  deficiencies 
in  existing  programs;   and  attempt  to  modify  existing  eligi- 
bility requirements  and  program  structures   to  facilitate  in- 
creased participation  by  the  elderly  poor.     Slightly  more  than 
half  of  these  programs   are  in  rural   areas.     Among  the  main 
objectives  are  the  provision  of  physical   and  psychological 
supportive  services   to  enable  the  elderly  poor  to  remain  and 
function  self-sufficiently  in  their  own  homes,   delaying  in- 
stitutionalization.    In  1970,   an  evaluation  of  these  programs 
was  conducted  by  Kirschner  and  Associates.     Highlights  of  the 
study  indicate  that  these  programs  were  effective  means  for 
identifying  and  meeting  the  needs  of  the  elderly  poor  and 
that  these  programs   have  a   low  unit-cost  per  beneficiary. 
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Also,  it  found  that  the  elderly  participate  more  actively  in 
special   programs  designed  for  their  own  needs  than  in  programs 
designed  for  the  needs  of  all   age  groups.     The  opportunities 
in  the  projects  have  also  been  shown  to  improve  the  sense  of 
dignity,   the  physical   and  emotional  well-being  of  the  elderly 
poor  who  participated  in  them.     These  projects  are  enthusi- 
astically accepted  by  local   governments  and  attract  an 
unusually  high  measure  of  community  support. 

In  addition  to  the  800,000  elderly  poor  benefiting  from 
the  Service  Opportunities  and  Services  Program,  a  national 
survey  indicated  that  over  one  million  elderly  poor  are 
reached  and  served  by  Community  Action  Agency  multi-gener- 
ational programs.     Virtually  all   of  the  Community  Action 
Agencies   ranked  serving  the  elderly  poor  as  one  of  their  high- 
est priorities.     Four  hundred  and  fifty -three  Community 
Action  Agencies  report  operating  special   senior  citizen  pro- 
grams.    In  addition,   the  Office  of  Economic  Opportunity 
through  its  Community  Action  Agencies  is  actively  sponsoring 
a  number  of  Title  I   Mainstream  Manpower  programs  in  conjunction 
with  the  Department  of  Labor. 

The  National   Council   of  Senior  Citizens,  under  an  0E0 
grant,  is  examining  the  special   legal   and  1  egal -rel ated 
problems  faced  by  elderly  low  income  citizens,  as  well  as 
trying  to  change  laws  and  administrative  practices  which 
impede  the  serving  of  these  needs.     Under  the  Office  of 
Health  Affairs,  programs  such  as  Comprehensive  Health 
Services  and  Emergency  Food  Assistance  are  of  particular 
benefit  to  the  elderly  poor.     It  is  estimated  that  in  1971, 
about  448,000  persons  over  the  age  of  55  were  enrolled  in 
Comprehensive  Health  Services  programs,   and  about  65,000 
persons  in  the  same  age  range  received  Emergency  Food 
Assistance.     In  the  urban  areas,   the  elderly  poor  represent 
about  15  percent  of  all   registrants  for  Comprehensive  Health 
Services,  and  in  rural   areas  about  20  percent.     About  25 
percent  of  the  beneficiaries  of  Emergency  Food  Assistance 
have  been  the  elderly  poor  during  the  past  year. 
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The  Office  of  Program  Development  is  conducting  a  number 
of  research  and  development  activities  concerning   the  elderly 
poor.     Among  the  0E0  research  and  development  projects  in 
1971  were:     the  Rural   Housing  Repair  Standard  Home  project 
for  substandard  homes  for  the  elderly  poor;   Community  Design 
projects   involving  the  services   of  architects,   city  planners, 
and  volunteers   in   low  income  communities  of  Massachusetts, 
New  York,   and  California;   the  Rural   Community  Development 
projects  in  nine  states  aimed  to  help  overcome  the  problems 
of  service  delivery  in  sparsely  populated  rural   areas;  and 
Consumer  Research  and  Development  projects  in  several  urban 
metropolitan  areas.     Also  in  1971,  Project  Late  Start,  initially 
conducted  by  the  Office  of  Economic  Opportunity,  was  evalu- 
ated.    The  project  objectives  were  to  familiarize  a  target 
group  of  elderly  about  available  services  and  programs  that 
would  be  relevant  for  them,  to  motivate  the  elderly  to  use 
such  programs  and  service  resources,   and  to  increase  community 
involvement  and  personal   activities  of  the  elderly.  During 
the  course  of  information  and  training  sessions  of  the  elderly, 
the  project  was  to  provide  hot  meals,  medical   and  health  care 
services,  as  well   as  small   stipends  to  help  the  emotional  and 
physical   needs  of  the  participants  in  the  project.  The 
evaluation  findings  suggested  that  Project  Late  Start  had 
succeeded  in  meeting  initial   goals  in  education  and  information, 
medical   and  health  services,  nutritional   supplements,  stipends, 
involvement  and  socialization,   the  development  of  latent  skills. 
Particularly  important  increases  occured  as  a  result  of  the 
program  in  the  areas  of  improved  knowledge  about  resources 
available  for  the  elderly.     In  addition,   it  was   found  that 
the  project  had  succeeded  in  attracting  the  attention-of 
the  communi  ties. 

In  1971,   the  Office  of  Economic  Opportunity  and  the 
Department  of  Health  Education  and  Welfare  jointly  conducted 
research  and  demonstration  programs   to  test  the  delivery  of 
coordinated  social   services   to  the  elderly,   using  nutrition 
program  as  the  core  service.     (A  number  of  these  nutrition 
core  programs  are  discussed  in  the  inventory.) 
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Veterans  Administration 


The  Veterans  Administration  experience  in  developing 
alternatives  to  hospitalization  for  large  numbers  of  chroni- 
cally disabled  and  aged  offers  some  valuable  lessons  (Musser 
and  Haber,   1971).     Since  the  end  of  World  War  II,   the  VA  has 
been  plagued  by  the  alarming  rise  in  hospital   costs  and  the 
increasing  scarcity  and  competition  for  bed  space.  The 
search  for  alternatives   to  costly  institutionalization  was 
also  motivated  by  a  recognition  of  the  depersonalization  and 
dehumanization  often  associated  with  institutional  services. 
To  some  extent  the  development  of  options  to  institutional 
care  was  facilitated  by  the  fact  that  the  Ve te r an s -  Admi n i s - 
tration  is   a  delivery  system  of  health  care  services  with 
extensive  resources.     The  Veterans  Administration  experience 
in  non-institutional   care  consists  of  three  types  of  services. 
Out-patient  services   are  expected  to  reach 

more  than  10  1/2  million  patients  during  FY   1973.     If  pending 
legislation  passes   (H.R.    10880),   the  Veterans  Administration 
will   be  able  to   provide     preventive   preventive  care  by  authorized 
use  of  out-patient  diagnosis  and  treatment  instead  of 
hospitalization.     More  recent  efforts   in  developing  alter- 
natives are  the  VA's  procedures  and  programs  which  encourage 
rapid  discharge  from  institutions  whenever  possible. 

The  movement  towards  deinstitutionalization  was  mandated 
with  the  passage  of  legislation   (PI   88-450)  which  provided 
coverage  of  expenses  for  veterans  discharged  from  hospitals 
and  placed  in  community -based  nursing  hemes.     It  was  thus 
possible  to  begin  devising  plans  for  coordinated  out-patient 
mechanisms  that  would  promote  the  discharge  of  veterans  who 
no  longer  required  hospitalization  but  still   needed  some 
nursing  home  care.     A  further  push  toward  community  placement 
was  provided  by  the  Veterans  Administration  Out-Placement 
Study   (Engquist  &  Davis,   1965).     Sixteen  psychiatric  hospitals 
were  surveyed  in  this   study,  and  a  total   of  11,424  patients 
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were  examined.     It  was  found  that  about  40  percent  of  these 
patients  could  be  cared  for  outside  of  a  hospital,  given 
the  community  resources  and  favorable  attitudes.  Consequently, 
the  VA  has  experienced  an  increase  in  patient  discharge  rate 
and  procurement  of  after-care. 

Several  different  programs  of  community  care  have  been 
developed  by  the  Veterans  Administration,  including  home  after- 
care, foster  homes,  halfway  houses,  multiple  placement  homes 
or  lodges,  and  nursing  homes.     These  various  programs  in 
community  care  have  a  core  of  "a  strong  professionally  directed 
hospital   system  to  which  patients  can  be  returned  for  super- 
vising short-term  acute  exacerbations  of  chronic  disease." 
(Musser  &  Haber,   1971).     The  most  dramatic  changes  in  health 
care  have  occured  in  the  community  care  of  the  psychiatric 
patient.     While  patient  turnover  rates  increase  and  waiting 
lists  decline,   the  total   number  of  patients  treated  continues 
to  climb. 

A  series  of  studies  funded  by  the  Veterans  Administration 
encouraged  innovative  approaches  to  community  based  psychiatric 
care.     Fairweather,  Sanders,  Maynard,  and  Cressler  (1969) 
showed  that  multiple  placements  of  psychiatric  patients  in  a 
lodge-like  setting  enabled  the  maintenance  of  patients  to  a 
greater  extent  than  thought  possible  and  advisable.  The 
findings  of  Filer  and  O'Connell    (1964;   corobo rated  this 
in  their  observations   that  seriously  psychotic  patients 
could  be  motivated  to  perform  useful  work.     The  Engquist  and 
Davis   (1969)   study  and  the  report  by  Gurel    (1961)  suggested 
that  successful   out -placement  of  the  psychiatric  patient 
requires  community  acceptance  and  availability  of  resources. 

In  the  Fairweather  scheme,  a  series  of  graded  settings 
which  increasingly  encourage  autonomy  is  envisioned.  The 
patient  moves  from  acute  psychiatric  wards   to  open  treatment 
wards,   to  do mi ci 1 i aries ,   halfway  houses  and  other  settings 
until   he  is  fully  self-sufficient  in  the  community.  The 
lodge  concept  is  an  attempt  to  implement 
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this  scheme.     Psychiatric  patients  are  taken  out  of  their 
hospital   environment  and  placed  in  groups   in  the  lodge  where 
professional   supervision  is  gradually  withdrawn.     With  the 
assistance  of  the  professional   staff,   the  group  begins  to 
assume  an  increasing  part  of  the  responsibility  to  maintain 
the  lodge,   including  its  sheltered  workshop. 

Another  significant  contribution  to  the  development  of 
restorative  and  rapid  discharge  of  patients  is  the  Veterans 
Administration  Home  Renal   Dialysis  Program.     Renal   or  hemo- 
dialysis is  a  procedure  involving  the  purification  of  blood 
waste  materials.     The  process  may  be  required  up  to  three  times 
a  week  enduring  from  months  to  years.     Ordinarily,   the  requisite 
technology  and  medical   supervision  has  necessitated  lengthy 
hospital  stays.     For  the  past  few  years  some  patients  and  their 
families  have  been  trained  to  conduct  these  dialyses  in  the 
patient's  home  after  the  equipment  has  been  installed.     It  has 
been  suggested  that  at  least  half  of  the  V  A  patients  receiving 
chronic,   long-term  hemodialysis  are  suitable  candidates  for 
the  home  procedures.     Furthermore,  once  the  expense  of  the 
equipment  is  covered,  the  operating  costs  for  the  home  pro- 
cedures are  half  that  of  the  hospital   directed  dialysis. 


Currently  funds  are  providin 
Units  in  various  VA  hospitals  t h 
estimated  6  00  patients  can  be  ma 
these  units. 


g  for  2  6  Home  Dialysis  Training 
roughout  the  country.  An 
intained  at  heme  per  year  with 


Since  1964,  the  VA  has  developed  a  three-point  after  care 
program  that  uses  nursing  homes  as  an  alternative  to  prolonged 
and  convalescent  hospitalization.     First,  VA  created  and 
operated  nursing  home  beds  within  VA  hospitals.     Second,  pay- 
ment was  made  available  for  veterans  transferred  to  private 
nursing  homes.     Third,   through  a  Grant-In-Aid  Program,  the  VA 
assists  states  to  construct  and  operate  nursing  home  beds.  The 
most  relevant  and  important  nursing  home  program  is  the  second 
or  community  contract  nursing  home  program.     Typically,  such 
nursing  care  does  not  extend  beyond  six  months.     "The  primary 
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purpose  of  this  program  is  to  aid  the  veteran  and  his  family 
in  making  the  transition  from  a  hospital   to  the  community  by' 
providing  time  to  marshall  resources  for  the  veteran's  continued 
care."     (Musser  &  Haber,   1971,  emphasis  theirs).     The  veteran's 
family  is  encouraged  to  participate  in  the  discharge  planning 
in  order  to  facilitate  the  transition  and  re-orientation  to 
the  community.     The  VA  social  worker  has  a  critical   role  in 
these  nursing  home  programs.     Several  visits  are  made  to  the 
veteran  to  insure  continuity  of  care.     A  first  visit  is  made 
to  ascertain  the  appropriateness  of  the  nursing  home  placement 
and  to  assess  the  veteran's  adjustment.     A  follow-up  visit 
is  made  during  the  third  month  to  begin  plans  for  care  after 
the  authorized  stay  in  the  nursing  home.     An  additional  visit 
by  a  social  worker  is  made  to  finalize  the  plans  for  the 
veteran's  care. 

The  VA  Social  Work  Service  also  supports  the  medical  com- 
ponent in  its  Community  Care  program  aimed  at  the  progressive 
rehabilitation  of  patients.     A  major  social  work  assignment  is 
to  conserve  family  ties  and  interest  throughout  the  course  of 
institutional   and  after  care.     When  patients  cannot  return  to 
their  homes,  for  any  of  a  variety  of  reasons,  the  program 
offers  selected,  supervised  living  arrangements  aimed  at 
rehabilitation  after  hospitalization.     With  a  hesitant  beginning 
in  1951,   the  VA's  Community  Care  program  gained  momemtum  with 
the  official   recognition  and  acceptance  of  special  placements 
and  halfway  houses. 

In  FY  1971,  there  were  24,691   patients  placed  in  residences 
other  than  their  own  as  part  of  the  Community  Care  program. 
The  vast  majority  of  these  were  placed  from  hospitals;  69  percent 
of  these  general  medical  patients  were  60  years  or  over.  The 
cumulative  total  of  psychiatric  patients  placed  since  the  on- 
set of  the  program  in  1951   is  over  61,000.     Taking  FY   1970  as 
a  standard,  the  impact  of  these-  outp 1 acemen ts  can  be  trans- 
lated into  about  six  million  hospital  days  saved. 
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Another  VA  endeavor  in  developing  n on- i ns t i tu t i ona 1 
alternatives   is  their  hospital-based  home  care  program.  The 
family  is  a  crucial   factor  in  the  program,  for  it  is  expected 
that  it  can  provide  necessary  housekeeping,  dietetic  and  per- 
sonal  care  for  certain  patients.     Treatment  teams  from  a  VA 
facility  continue  medical,   nursing,  social,   and  physical 
therapy.     This  program  saves  an  estimated  th ree- f ou rths  to 
four-fifths  of  the  cost  of  treating  such  patients   in  VA 
hospitals.     Several   advantages  accrue:     savings  for  the  VA , 
freeing  of  beds  for  the     acutely  ill,  recuperation  enhanced 
by  supportive  home  climate,  and  assistance  to  the  family  in 
their  caretaker  role. 

The  basic  components  of  the  hospital-based  coordinated 
homo  care  program  are  medical,  social,  physical   therapy  and 
housekeeping  services.     Some  diagnostic  procedures  such  as 
blood  and  urine  tests  and  EKGs  can  also  be  provided.  Other 
service  elements   that  may  be  included  are  occupational  therapy, 
speech  therapy,  vocational   counseling,  and  nutritional  advice. 
The  coordination  and  evaluation  team,  the  keystone  of  the 
program  is  comprised  of  a  physician,  public  health  nurse  and 
medical   care  worker.     The  patient  selected  for  the  program 
is  typically  homebound.     The  Social  Work  service  insures  that 
the  patient  is  fully  accepted  into  the  family,  and  that  the 
skill   and  the  understanding  of  the  family  are  properly  assessed. 

The  range  of  disabilities  and  their  acuteness  is  not 
restricted.     Special   categories  of  diseases   that  lend  them- 
selves to  home  treatment  are  renal   hemody a lys i s  ,  anticoagulation, 
hypertension,   emphysema,   diabetes,  and  others.  Undoubtedly 
close  cooperation  between  the  physicians   in  the  hospital  who 
originate  treatment     and  those  continuing  the  treatment  at 
home     is  essential   and  is  facilitated  when  both  are  members 
of  the  hospital   staff.     The  experience  with  this  program  is 
fairly  recent  and  its  success   is  yet  to  be  thoroughly 
evaluated.     From  its  beginning  in  January  1969  to  June  1970, 
there  have  been  over  9,021   days  of  care  provided  for  over 
89  outplaced  patients  who  received  a  total   of  882  home  visits. 
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Department  of  Housing  and  Urban  Development 


Presently,  39  percent  of  public  housing  or  360,000  units 
are  occupied  by  low  income  elderly.     About  half  of  these  units 
are  especially  designed  for  use  by  the  aged.     Additional  public 
housing  is  provided  through  a  variety  of  ways  such  as  conven- 
tional  bidding,  whereby  the  housing  authority  acts  as  its  own 
developer,  or  by  the  leasing  of  existing  privately  owned  hous- 
ing.    At  the  White    House  Conference  on  Aging,  HUD  Secretary 
Romney  announced  a  target  level   of  one-third  of  FY  1972  public 
housing  contracts  for  the  elderly.     This  will  enable  the  con- 
struction of  an  additional   30,000  units  for  the  elderly  as 
well  as  a  number  of  general  purpose  dwellings  which  may  also 
accommodate  the  elderly. 

As  requested  by  Congress,  $35  million  of  FY  1972,  Section 
236  contract  authority  is  earmarked  for  the  production  of 
housing  specially  designed  for  the  elderly.     It  is  anticipated 
that  $17.5  million  will  be  processed  and  funded  during  FY  1972. 
The  1970  Housing  Act  provided  for  congregate  housing  under 
Sections  236  and  221   of  the  National  Housing  Act  in  order  to 
deal  more  specifically  with  the  housing  needs  of  the  elderly, 
the  handicapped  and  displacees  who  warrant  supportive  services. 
In  addition,  the  Department  has  developed  a  technical  assis- 
tance capability  to  facilitate  the  development  of  such  housing. 
To  ease  the  financial   risk  that  often  prevents  the  older  person 
from  moving  to  more  suitable  quarters,  provisions  under  Section 
235  can  be  used  to  reduce  interest  payments  to  as  low  as  one 
percent. 

The  elderly  are  often  particularly  victimized  by  high 
crime  in  and  out  of  their  neighborhoods.     In  partial  response 
to  this,  minimum  property  standards  are  being  revised  to 
include  special   locking  devices.     Seeking  a   longer  range 
solution,  HUD  has  contracted  with   the  Law  Enforcement 
Assistance  Administration   to  develop  guidelines  for  control- 
ling crime  in  residential   areas.     In  June  1971,  HEW  and  HUD 
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signed  an  agreement  to  channel  social  services 
ing  residents  with  2  5  percent  of  the  financial 
from  HUD. 


to  public  hous- 
support  coming 


Under  the  Office  of  Community  Development,  programs  such 
as  the  Neighborhood  Facilities,  Model   Cities,  and  Urban  Renewal 
Rehabilitation  Loans  and  Grants  have  benefitted  the  elderly. 
A  majority  of  the  Model   Cities  programs  have  devoted  some 
special  effort  to  develop  services  for  the  elderly  including 
health,  recreation,  handyman,  home maker,  legal   aid,  and  limited 
bed-side  care  to  home  bound  elderly  to  help  them  remain  at 
home  and  out  of  an  institution.     HUD  has  also  given  technical 
assistance  to  30  Model   Cities  to  develop  local   strategies  and 
initiatives  on  behalf  of  the  elderly. 

The  Neighborhood  Facilities  program  provides  grants  to 
assist  local  public  bodies  in  financing  the  development  of 
neighborhood  centers  serving  low  and  moderate  income  commun- 
ities with  health,  educational   and  recreational  programs. 
Nearly  three-fourths  of  these  facilities  provide  some  services 
for  the  elderly,   typically  social   and  recreational  programs. 
Urban  Renewal   Rehabilitation  Loans  and  Grants  are  authorized 
under  Section  312  of  the  Housing  Act  of  1964  amendments. 
These  loans  and  grants  assist  in  financing  the  rehabilitation 
of  property  in  Federally  aided  urban  renewal   areas  or  con- 
centrated code  enforcement  projects.     The  elderly  so  far  have 
received  about  17  percent  of  the  loans  and  60  percent  of  the 
grants  under  this  program. 

Two  programs  under  HUD's  Office  of  Community  Planning 
and  Development  are  also  relevant  in  assisting  the  aged  to 
live  more  independently.     These  programs  are  the  National 
Urban  Growth  Policy  and  the  New  Communities.     Under  Title 
VII  of  the  Housing  and  Urban  Development  Act  of  1970,  a 
national   urban  growth  policy  was   initiated.     The  purposes 
of  this  policy  would  be  to  offer  some  guidance  to  Federal, 
state,   local   and  community  level   planning.     Many  of  the 
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concerns  of  policy  such  as  rural  quality  of  life,  property 
taxes,  mass  transportation  and  deterioration  of  the  central 
cities  have  direct  bearing  in  assisting  the  elderly  to  live 
more  self- sufficiently. 

The  New  Communities  are  not  restricted  to  any  particular 
income  or  age  category.     The  aim  of  these  communities  is  to 
provide  an  environment  for  a  variety  of  generations,  incomes, 
professions,  trades,  racial   and  ethnic  backgrounds.  Several 
features  common  to  these  new  communities,  subs i zed  under 
Title  VII  of  the  Urban  Growth  and  New  Community  Development 
Act  of  197G,  have  particular  benefit  to  the  elderly.  For 
example,  easy  pedestrian  access  to  shopping,  public  service 
and  recreation  areas,  with  motor  and  pedestrian  traffic 
separated  will   be  provided.     Town,  villiage,  and  community 
centers  will   offer  facilities  for  learning  crafts  and  skills 
and  continuing  education.     Low  and  moderate  income  housing 
are  to  be  constructed5   and  internal   transportation  plans  will 
provide  access  to  various  community  areas.     A  number  of 
specific  New  Community  projects  have  features  that  are  par- 
ticularly noteworthy.     In  the  Cedar-Riverside  project  in 
Minneapolis,  Minnesota,   the  first  town  in  the  program,  an 
existing  housing  comlex  of  539  units  will   be  served.  About 
half  of  the  low  and  moderate  income  housing  in  the  project 
is  expected  to  house  the  elderly.     Important,  too,  is  the 
New  Town's  coordination  of  health  plans  with  two  area  hos- 
pitals, a  transit  facility,  elevated  platforms  providing 
for  separation  of  pedestrian  and  vehicular  traffic,  con- 
venient commercial   facilities  and  other  features.     A  special 
section  of  the  New  Community  regulations  has  also  been  added 
that  deals  with  the  elderly  and  the  handicapped. 

Under  the  auspices  of  the  Office     of  Research  and  Tech- 
nology, major  research  efforts  such  as  Operation  Breakthrough 
also  offer  advantages  for  the  elderly.     As  part  of  this  effort, 
206  units  are  alloted  for  the  aged  and  financed  under  the 
elderly  housing  provisions  of  the  low  rent  public  housing 
program.     An  additional   1,946  units  will   be  rented  or  sold 
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under  HUD  rent  supplement  assistance  programs.     Other  aspects 
of  the  project  include  prototype  sites  designed  to  accommodate 
pedestrain  traffic  and  ease  of  shopping,  recreation  and 
transportation.     The  elderly  will   be  housed  throughout  the 
community  and  not  segregated.     Silent  communications  alarm 
and  smoke  detectors  are  also  included.     Breakthrough  Operation 
units  are  designed  for  ease  of  maintenance.     HUD  is  presently 
engaged  in  other  research  endeavors  such  as  the  Fisk  University 
"Study  of  the  Transportation  Meeds  of  the  Elderly." 

Department  of  Agriculture 

Two  programs  that  enable  the  elderly  to  conduct  their 
lives  more  independently  are  Food  Stamps  and  Food  Distribution. 
Under  the  Food  Stamp  plan,  coupons  are  purchased  by  low-income 
households,  at  no  no  re  than  30  percent  of  their  income,  to  pay 
for  retail  groceries.     The  1971   amendments  to  the  Federal  Stamp 
Act  provide  for  the  use  of  stamps  for  meals-on-wheels  services 
when  the  elderly  are  so  disabled  that  they  are  unable  to  pre- 
pare their  own  meals  adequately.     The  certification  of  eligi- 
bility for  non-recipients  of  public  assistance  has  also  been 
eased.     In  addition,  eligibility  interviews  may  also  be  con- 
ducted over  the  phone,   circumventing  the  mobility  problem  for 
the  elderly.     As  of  1971,  about  20  states  were  implementing 
these  provisions. 

Under  the  Food  Distribution  program,   foods  are  made 
available  to  low-income  families  in  a  third  of  the  counties 
not  served  by  food  stamps.     Twenty  different  foods  are  so 
distributed  and  recently  smaller  container  sizes  have  been 
instituted  to  accommodate  the  elderly's  use  of  these  items. 
Five  project  areas  have  also  initiated  a  program  to  deliver 
donated  foods  to  the  elderly  shut-ins.     This   "Drive  to  Serve" 
project  is  engaging  the  services  of  high  school   students  in 
conjunction  with  adult  volunteers  from  the  Red  Cross   and  other 
community  organizations.     Selected  foods  are  also  being  made 
available  to  public  and  private,  non-profit  institutions, 
senior  centers,  schools  and  churches. 
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A  survey  is  being  conducted  to  determine  the  effective- 
ness of  the  Food  Distribution  program.     Some  attention  is 
being  focused  on  evaluating  the  program  effectiveness   in  terms 
of  serving  the  elderly.     As  part  of  the  Food  Stamps  and  Food 
Distribution  programs,   outreach  efforts  are  being  made  to 
educate  recipients  about  nutrition  and  obtaining  more  value 
from  purchase  of  food. 

The  Department  of  Agriculture's  Extension  Service  has 
programs  that  direct  special   attention  to  the  elderly  in  most 
of  the  states.     Some  extension  service  programs  have  staff 
specialists  on  aging.     In  addition,   the  Extension  Service- 
Related  National  Homemakers  Council   has  committed  its  organi- 
zational efforts  to  develop  long-range  plans  to  meet  the 
needs  of  the  elderly,  and  to  foster  conditions  that  improve 
the  serving  of  these  needs. 

Office  of  Education 

The  Adult  Education  Act  of  1966  authorized  programs  to 
provide  the  under -educated  adult  with  an  opportunity  to  con- 
tinue education  to  at  least  the  level   of  secondary  school. 
Training  is  also  offered  that  will  enable  these  adults  to  be 
more  employable,   productive,  and  responsible  citizens.  The 
program  is  primarily  a  state  grant  operation  administered  by 
state  education  agencies  according  to  plans  submitted  to  the 
U.S.   Office  of  Education  and  approved  by  the  Commissioner 
of  Education.     In   1971,   there  were  18,180  persons  65  and 
over  participating  in  these  state  grant  adult  education 
programs.     Title  1   of  the  Higher  Education  Act  of  1964 
established  various   programs  designed  specific  Tally  to  assist 
the  older  American.     In  1971,   a  total   of  28,870  persons 
participated  in  17  programs   in  15  states.     Related  to  these 
Title  1   programs  are  various   training  programs  for  admin- 
istrators of  care  facilities  for  the  elderly,   including  inter- 
disciplinary courses  in  social   gerontology,   home  nursing, 
health,   recreation,   and  employment  and  other  subject  matters. 
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Other  more  directly  relevant  education  programs  involve  job 
counseling,   retirement  counseling,  education  programs  and 
discussion  groups  s pec i f i c i a 1 1 y  for  the  elderly,   as  well  as 
other  educational   programs  designed  to  assist  the  adjustment 
of  the  elderly  to  a  new  style  of  life,   to  enable  them  to 
qualify  for  leadership  roles  in  community  service  projects, 
and  to  instruct  the  older  person  to  use  Medicare  and  Medicaid. 

The  Manpower  Development  and  Training  Act  of  1962  and  the 
1966  Amendments  underscored  the  need  for  specific  occupational 
programs  for  persons  over  65.     In  1971,   participation  of 
older  workers  in  the  Manpower  Development  Training  Act  pro- 
grams was  at  about  90  percent  of  the  enrollment  ,  or  about 
20,800  persons. 

Federal   funds  from  various  sources  directly  support 
library  services  to  the  aging;  since  1961,  about  $2.36  million 
has  been  appropriated  for  programs  specifically  for  the 
older  adult.     Though  the  service  programs  are  generally 
limited,   there  are  some  notable  exceptions  showing  what 
library  services  can  do  to  enrich  the  recreational  and 
leisure  time  of  the  elderly.     For  example,   in  the  Milwaukee, 
Wisconsin,   public  library,   a  bookmobile  is  operated  with 
five  paid  community  aides,   all   over  65,  as  part  of  the  staff. 
It  is  estimated  that  about  15  percent  of  the  older  population 
in  the  Malwaukee  area  is  reached  through  this  operation.  The 
Cleveland  public  library  operates  a  hospital   and  shut-in 
library  service  for  every  major  municipal   domicilary  and 
custodial   institution.     In  Need 'nam,  Massachusetts,  a  direct 
mail   soli  cation  of  every  person  over  62  years  of  age  was 
initiated  by  the  library  services. 

ACTION 

Since  July  1971,  ACTION  has  administered  a  variety  of 
volunteer  domestic  and  foreign  service  programs,  many  of 
which  were  formerly  under  different  agencies.     The  Retired 
Senior  Volunteer  Program  was  authorized  by  the  Older 
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Americans  Act  amendments  of  1969.     Eleven  programs  were 
funded  in  1971   and  later  evaluated  in  a  report  entitled 
"Recommendations  for  Developing  RSVP,  The  Retired  Senior 
Volunteer  Program."     Five  million  dollars  have  been  appro- 
priated for  the  program  in  FY  1972,  and  subsequently  another 
$10  million  was  added. 

In  attempting  to  provide  personally  meaningful   and  satis- 
fying experiences  for  retired  persons  over  60,  ACTION  gives 
RSVP  grants  to  local   programs  that  offer  opportunities  for 
volunteer  community  service.     Local   public  agencies  and 
private,  non-profit  organizations  may  apply  for  the  grants. 
The  RSVP  is  locally  planned,  operated,  controlled  and 
supported.     ACTION  offers  financial   and  technical  assistance 
for  as  long  as  a  five  year  period  to  facilitate  the  develop- 
ment and  operation  of  programs  providing  such  volunteer 
service.     To  date,   RSVP  volunteers  have  worked  for  schools, 
courts,   libraries,  museums,   hospitals,   nursing  homes,  day 
care  centers,  institutions  and  programs  for  shut-ins. 

One  of  the  best  known  programs  of  service  for  the  older 
person  is  the  Foster  Grandparent  program.     The  program  was 
initially  developed  in  1965,  as  a  cooperative  endeavor  of 
the  Office  of  Economic  Opportunity  and  the  Administration  on 
Aging,   to  demonstrate  the  willingness  and  capability  of  older 
persons   to  engage  in  personally  satisfying  and  meaningful 
community  service.     With  the  Older  Americans  Act  amendments 
of  1969,   the  program  was   transferred  to  the  DHEW,  with  fund- 
ing and  administration  auspiced  by  the  Administration  on 
Aging  and  the  regional   offices  of  Social   and  Rehabilitation 
Service.     In  1971,   the  program  became  incorporated  into  the 
new  ACTION  agency. 

Initial   service  of  the  Foster  Grandparent  program  dealt 
with  using  older  citizens  to  enrich  the  social   environment  of 
institutionalized  infants  and  children.     Because  of  its 
success,   the  program  was  expanded  to  serve  children  in  a 
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wide  variety  of  settings  including  correctional  institutions, 
hospitals,  mental   health  clinics,  Head  Start  programs,  and 
classes  for  exceptional   children.     At  present,  there  are  67 
projects  serving  200  different  child  care  settings   in  40 
states  and  Puerto  Rico.     These  projects  are  using  over  4,400 
foster  grandparents  a  day.     No  new  projects  were  funded  in 
19  71,   but  a  very  significant  increase  in  the  program  budget 
was  authorized  by  the  President  at  the  White  House  Conference 
on  Aging.     The  appropriations  will   permit  11,000  foster  grand- 
parents to  serve  22,000  children  per  day  and  about  45,000 
different  children  a  year  in  450  child  care  settings. 

The  fosterparent  serves  for  four  hours  a  day,  five  days 
a  week,   receiving  a  stipend  of  $1.60  per  hour,   plus  reimburse- 
ment for  incidental   expenses.     In  the  orientation  program  for 
the  grandparents,   counseling  on  personal   matters   is  provided, 
as  well   as   information  about  benefits  of  Social  Security, 
Medicare,   legal   and  other  available  community  services. 
Foster  Grandparents  also  are  covered  by  accident  insurance 
and  receive  an     annual   medical  examination. 

Overall,   the  program  has  provided  low  income  elderly 
with  an  improved  standard  of  living,  meaningful   work  in 
socially  significant  undertakings,   and  an  opportunity  to 
demonstrate  their  skill   and  talent  in  meeting  the  human  needs 
of  children. 

Department  of  Transportation 

The  Office  of  the  Assistant  Secretary  for  Environment 
and  Urban  systems  awarded  a  contract  to  determine  the 
Washington,   D.   C.   transportation  system's  accessibility  to 
the  elderly  and  the  handicapped.     The  report,   scheduled  to  be 
completed  by  July  1972,  will   produce  several  recommendations 
for  improving  accessibility.     In  addition,  Section  16  of  the 
Urban  Mass  Transportation  Act  of  1970  has  authorized  the 
setting  aside  of  one  and  one-half  percent  of  the  total  funding 
for  assisting  state  and  local   public  agencies   in  providing 
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mass  transportation  for  the  elderly  and  handicapped.  Some 
of  the  exemplary  Urban  Mass  Transportation  Administration 
proqram  projects  designed  to  better  serve  the  transportation 
needs  of  the  elderly  and  the  handicapped  include:     A  Morgan- 
town,  West  Virginia,  project  with  a  totally  automatic  system 
of  venicles  with  extra- wide  doors  and  aisles  to  accommodate 
wheel -chai rs ;  a  Haddonfield,  New  Jersey,  project  with  its 
Dial-A-Ride  demonstration  with  vehicles  with  a  lift  for  wheel 
chairs;  a  demonstration  project  in  lower  Naugatuck  Valley, 
in  Commecticut,  is  developing  a  transit  system  of  a  "deep 
suburban"  community  to  improve  access  to  health  and  social 
services. 

The  Federal  Highway  Administration  has  also  encouraged 
the  states  to  design  rest  area  and  tourist  facilities  for  use 
by  the  infirm  and  the  aged.     It  has  also  funded  a  study  of 
the  urban  elderly  and  their  transportation  problems.  In 
addition,  the  National   Highway  Traffic  Safety  Administration 
is  supporting  a  study  of  ways  to  design  measures  to  counter- 
act pedestrian  accidents,  a  large  number  of  which  involve 
the  elderly. 

Food  and  Drug  Administration 

In  addition  to  the  general   charge  of  protecting  the  con- 
sumer from  improper  food  and  drug  practices   (which  may  par- 
ticularly affect  the  aged),   the  Food  and  Drug  Administration 
has  set  up  a  special   committee  of  the  National  Academy  of 
Sciences-National   Research  Council   to  devise  guidelines  for 
frozen  convenience  dinners,  often  the  staple  commodities  of 
an  aged  person's  diet.     Nutritional   labeling  to  further  assist 
the  consumer  is  being  studied  as  well.     The  Study  of  Health 
Practices  and  Opinions,  funded  by  the  Food  and  Drug  Admin- 
istration upon  the  suggestion  of  the  Senate  Committee  on 
Aging,  is  also  important.     The  purpose  of  the  research   is  to 
investigate  fallacious  or  questionable  health  beliefs  and 
practices,   and  the  susceptibility  to  them,  especially  among 
the  elderly.     A  national   representative  sample  and  in-depth 
interviews  were  used  for  this  comprehensive  effort. 
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The  researchers  found  that  questionable  health  practices 
did  not  necessarily  occur  with  fallacious  beliefs,  and  vice- 
versa.     Most  who  entertain  questionable  practices  attributed 
satisfaction  with  the  results  they  think  carne  from  using  these 
practices.     Many  people  take  a  "worth  a  try"  attitude  and  will 
consider  fallacious  practices  for  a  while.     In  the  total  sample 
between  4  and  12  percent  of  the  population  were  considered  to 
engage  in  various  questionable  practices.     Use  of  nutritional 
supplements  was  associated  with  a  great  many  such  practices. 
No  set  of  demographic  characteristics  seem  to  correlate  with 
the  presence  of  questionable  health  practices.     However,  some 
kinds  of  practices  were  associated  with  the  aged,  such  as 
non-physician  and  dubious  arthritic  treatments,  over- re  1 i ance 
on  bowel  movement  aids,  and  the  like.     In  many  instances,  it 
seemed  that  the  people  who  engage  in  such  practices  value 
their  own  judgement  over  that  of  a  physician.     Studies  such 
as  this  can  sort  out  the  practices  of  the  elderly  that  impede 
their  independent  living  in  the  short  and  long  range. 

Department  of  Labor 

The  Department  of  Labor,  Manpower  Administration,  has 
attempted  to  increase  the  use  of  older  workers,  unemployed 
and  retired  aged,   to  fill   positions  of  supervisors,  counselors 
and  administrators  in  its  manpower  programs.     In  particular, 
Operation  Mainstream  was  undertaken  to  examine  three  program 
objectives:     to  show  the  need  for  added  financial   support  to 
unemployed  and  retired  senior  citizens,  to  demonstrate  the 
existence  of  the  elderly  as  a  valuable  manpower  source,  and 
that  the  opportunity  to  be  needed  helps  the  older  person  to 
overcome  some  of  the  difficulties  of  aging  such  as  loneliness 
and  fear.     The  program  operates  under  Titles   I-B  and  I-E  of 
the  Economic  Opportunity  Act  of  1964  as  amended.  Appropri- 
ations for  Title  I-B  Mainstream  programs  total   $44.2  million 
for  FY  1972.     Enrollees  in  national   programs  must  be  55 
years  or  ol der . 
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INVENTORY  OF  SELECTED  PROJECTS 


INTRODUCTION 

The  impetus  for  devising  alternatives  to  long-term  insti- 
tutional  care  is  fairly  recent.     An  overview  of  the  state  of 
the  art,  in  terms  of  current  prospects  and  promising  develop- 
ments, will   aid  in  channeling  future  growth  in  an  effective 
and  efficient  manner.     To  provide  this  perspective,  an  inven- 
tory of  selected  recent  efforts  related  to  the  field  is  pre- 
sented in  this  report.     The  programs  and  projects  which  were 
selected  for  the  inventory  emphasize  the  importance  of  help- 
ing the  chronically  ill   and  disabled,  both  young  and  old,  to 
live  as  independently  as  possible  in  the  community,  avoiding 
inappropriate  institutionalization. 

This  inventory  is  not  offered  as  a  representative  profile 
of  all   activities  in  this  emerging  field.     Standard  efforts 
without  a  unique  feature  were  not  included.     Redundancy  in 
programs  and  objectives  were  for  the  most  part  avoided.  The 
inventory  opts  for  providing  a  reflection  of  developments  in 
the  field,   rather  than  a  statistical   picture  of  all  activities. 

Since  the  concern  is  relatively  new,  there  are  not  many 
projects  which  focus  their  operational  objectives  on  long-term 
non -i ns ti t u ti ona  1  care.     However,  other  projects   related  only 
indirectly  to  this  concept  can  yield  valuable  information,  in- 
sights,  and  useful   applications  to  the  development  of  alter- 
native care  methods.     Also,  many  of  the  projects   reported  are 
research  and  development  activities  which  evaluate  and  dissem- 
inate information  about  the  merit  of  a  demonstration.  The 
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reports  and  evaluations  of  many  such  demonstrations  were 
examined.     A  number  of  the  more  promising  and  directly  re- 
levant projects  were  selected  for  detailed  review  in  the 
inventory.     Such  evaluations  of  effectiveness  are  critical 
in  providing  empirical   knowledge  as  a  basis  for  decisions, 
rather  than  traditions  of  care,   convenience,   and  professional 
or  agency  bias. 

Besides  a  direct  or  indirect  relationship  to  non- insti- 
tutional  long-term  care,  prospective  projects  for  the  inven- 
tory were  selected  according  to  the  interests  of  our  sponsors 
Their  concern  was  the  target  population  of  the  chronically 
ill   and  disabled  elderly,  and  to  a  lesser  extent,  the  young 
disabled  and  chronically  ill.     The  inventory  is  more  heavily 
weighted  in  favor  of  the  former.     However,  a  great  many  of 
the  projects  that  use  an  elderly  population  seem  readily 
applicable  to  the  young  disabled. 
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delivery  of  other  long-term  care  services. 

A  brief  "Implications"   commentary  is  presented  following 
the  summary  of  many  projects,  to  highlight  particularly  exem- 
plary features  or  findings.     In  many  other  cases,   the  impli- 
cations are  obvious  and  need  no  further  statement.  For 
example,  several   projects  have  proved  successful   for  an 
elderly  or  a  psychiatric  population.     It  has  not  seemed 
necessary  to  point  out  that  these  projects  merit  demon- 
stration on  a  young  disabled  or  non-psychiatric  population. 
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Also,  no  "Implications"  were  developed  for  demonstration  pro- 
jects that  were  not  completed  and  for  which  a  report  was  not 
available  at  the  time  of  this  writing. 

Principal  sources  for  the  inventory  included:     program  data 
and  information  from  State  Title  IV  agencies;  site  visits  and 
interviews  with  project  personnel;  final   reports,  interim  pro- 
ject reports,  and  evaluations;  the  National   Institute  of  Mental 
Health  Clearinghouse;  the  Science  Information  Exchange;  Smith- 
sonian Institute;   the  Medlar  of  the  National   Library  of  Medicine; 
Summary  of  Grants  and  Contracts  Administered  by  the  National 
Center  for  Health  Services,  Research  and  Development;  and  in- 
numerable communications  with  various  Federal,  state  and  pro- 
ject personnel  in  the  course  of  the  project. 

Types  of  Service 

The  inventory  is  made  up  of  a  spectrum  of  programs  grouped 
under  the  following  types  of  services: 

Mul ti -Servi  ce 
Heal th 
She  1 te  r 

Supportive  Services   (e.g.,  Home  Care,  Nutrition) 
Information  and  Referral 
Restorative  Programs 
Manpower 

Mu 1 ti -Se rvi ce  Projects 

The  seven  mu 1 ti -s e rvi ce  projects  reviewed  in  this  inven- 
tory typically  encompass  a  range  of  services  including  health, 
health-related,  and  social   service  components.     These  efforts 
offer  particular  promise  for  inter-agency  and  mu 1 t i - s e r v i ce 
approaches  to  providing  wel 1 -coordi nated  services.  For 
example,  "Project  Independence"  coordinates  information, 
referral,  outreach,   transportation,  home  health,  homemaker, 
health  screening  and  recreational  services  for  a  tri-county 
area.     The  "National   Protective  Services  Project"  represents 
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a  wel 1 -des i gned  and  controlled  study  that  supplies  much 
valuable  information.     The  project  used  a  special  multi dis- 
ciplinary service  team  of  professionals  and  non-professionals. 

"A  Coordinated  Approach  to  Protective  Services"   is  a  demon- 
stration effort  emphasizing  case-finding  or  outreach,  a 
critical   feature  in  effectively  serving  the  often  needy,  iso- 
lated elderly  and  chronically  ill.     "Coordinated  Social  Services 
for  Health  Related  Social   Problems"  underscores  the  role  of 
continuity  of  services  in  effectively  meeting  the  needs  of  the 
elderly  and  disabled.     "The  Older  Americans  Resources  and 
Services  Program"  also  provides  mechanisms  to  maintain  follow- 
through,  as  well   as  a  variety  of  services  delivered  in  accor- 
dance with  results  from  a  multidimensional   assessment  of  the 
elderly  client. 

"The  Philadelphia  Geriatric  Center"   has  several  health 
and  health-related  functions,   including  protective  shelter. 
The  center  is  trying  to  create  a  service  context  that  will 
permit  individualized  plans  of  appropriate  care.     "The  Aging 
Center"   in  Baltimore  offers  a  view  of  "comprehensive  geriatrics" 
at  work  aimed  at  maintaining  the  functioning  of  the  aged  in 
their  homes  in  the  community.     The  "Senior  Opportunities  and 
Services  Program"  of  Jasper,  Alabama,   is  one  of  about  one 
thousand  such  Office  of  Economic  Opportunity  sponsored  programs. 

Heal th 

The  eleven  projects  listed  under  Health  have  a  core  health 
service  component  and,  usually,  one  or  more  h ea  1  th- re  1  a  ted 
social   services.     The  "Multipurpose  Geriatric  Center,"  for 
example,  is  designed  to  serve  as  a  central   resource  for  a 
variety  of  outpatient  services.     The  "Integration  of  Home  Health 
and  Extended  Care  Facility  Services"   illustrates  how  home 
services  can  be  integrated  into  a   long-term  care  facility. 
The  "Demonstration  of  Health  Maintenance  Services"   in  Cleveland 
uses  a  prepaid  group  practice  that  is  not  so  affiliated.  The 
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"Queensbridge  Health  Maintenance  Service  for  the  Elderly"  is 
located  in  public  housing,   linked  with  a  hospital,   and  offers 
free  care. 

The  project  aimed  at  "Improving  Partial  Hospitalization" 
demonstrates  the  delivery  of  lower  cost  limited  rather  than 
total   institutional   services.     In  the  "Nursing  with  Chronically 
111   Psyciatric  Outpatient"   project,  a  new  type  of  nursing 
practice  is  being  developed  and  evaluated  for  low  income  and 
chronically  ill   psychiatric  patients.     The  project  operates 
from  a  nurse-run  community  mental   health  center.     "The  Moun- 
taineer Family  Health  Plan"   is  the  largest  comprehen-s  i  ve  health 
service  for  rural,   low  income  groups.     Similarly  the  "Remote 
Area  Health  Services  Research  Demonstration"  attempts  to  offer 
innovative  health  programs  to  the  rural   Southwest  of  New 
Mexico,   in  line  with  the  cultural   and  demographic  character 
of  its  residents. 

A  small   health-team,   integrated  and  linked  to  a  large 
general   hospital,   is  being  explored  as  a  possible  alternative 
way  of  organizing  and  delivering  services  in  the  "Community 
Based  Primary  Health  Care"   project.     "The  Health  Maintenance 
Program:     Outpatient  Screening"   operates  with  links  to  a  hos- 
pital  but,   unlike  the  previous  project,   serves  high-risk, 
chronically  ill.     "The  Geriatric  Day  Care  Center"   of  the 
Philadelphia  Geriatric  Center  is  a  community  facility  that 
provides  psychiatric  outpatients  with  a  wide  range  of 
psychiatric,   health,  and  rehabilitation  services. 

Shelter 

The  seven  projects   included  here  demonstrate  the  strategy 
of  bringing  services  and  target  populations  together  in  a 
protective  shelter  or  supportive  service  context.     "The  Castle 
Square  Housing  Development"   in  Boston  exemplifies  one  possible 
multi-agency  approach  in  serving  public  housing  residents, 
among  whom  are  the  chronically  ill   and  elderly.     "The  Inter- 
mediate Housing  Project"   studies  the  advantages  of  using 
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renovated  dwellings  for  offering  a  combination  of  private 
and  group  living  for  elderly  residents,   in  an  age- integrated 
area,  with  assistance  in  meeting  health  and  social  needs. 
"The  Kissena  Apartments"   in  New  York  are  particularly  interest- 
ing in  that  volunteer  agencies  initiated,  constructed,  and 
operate  the  project. 

The  allocation  of  apartment  dwellings  according  to  certain 
diagnoses,   the  mix  of  young  and  old  disabled,  and  the  physical 
link  with  a  hospital  are  being  examined  for  their  effectiveness 
in  maintaining  self-sufficiency  in  "The  Highland  Heights 
Apartments"  demonstration.     "The  Intentional   Community"  pro- 
ject endeavors  to  clarify  the  benefits  of  establishing  and 
using  a  resident  subculture  to  foster  productive  functioning, 
group  prob 1  em- so  1 v i ng  and  work  activities  among  psychiatric 
out-patients.     The  "Mental  Health  Versus  Sheltered  Living  for 
the  Aged"  study  compares  semi - i ndependent  living  situations 
for  mental   patients,  given  support  services  but  no  nursing, 
in  contrast  to  ward  in-patients.     Still   another  protective 
shelter,  the  Family  Care  Home,  is  tested  by  the  "Geriatric 
Intensive  Treatment  Project." 

Supportive  Services 

The  seven  supportive  service  projects  illustrate  several 
approaches  to  promoting  home  health,   social   service,  nutrition, 
recreational,   sheltered  workshop  and  other  components  essential 
for  facilitating  the  independent  living  of  the  elderly  and 
chronically  ill.     "The  Multi-Town  Coordination"   project  is 
specifically  aimed  at  demonstrating  the  feasibility  and  merit 
of  area- wide  coordination  of  local   community  resources  for 
the  care  of  the  home-bound.     "The  Home  Aide  Service  and  the 
Aged"   study  examines   the  particular  role  of  organized  home 
aide  service  in  preventing  institutionalization  and  fostering 
health  maintenance.     Another  project,   "Social   Work  Team," 
tests  the  effectiveness  of  sustaining  the  aged  by  enhancing 
social  services. 
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Much  detail   is  presented  about  the  "Administration  on 
Aging  Title  IV  Nutrition  Programs."     Typically,   these  programs 
provide  meal   service  in  group  settings  which  thereby  brings  par- 
ticipants in  closer  access  to  program  support  services.  A 
more  focused  study  of  a  "Community  Diet  Counseling  Service" 
is  examined  in  another  effort.     An  innovative  demonstration  is 
the  "Mobile  Recreation  and  Physical   Education  Unit"  which, 
with  appropriate  modification,  might  be  tried  on  a  population 
of  elderly  and  chronically  disabled.     The  "Workshop  for 
Mental ly- Impai red  Institutionalized  Aged"  was  included  because 
it  promises  to  offer  much  needed  information  on  designing 
effective  sheltered  workshop  experiences  for  the  aged. 

Information  and  Referral 

The  eight  projects  under  this  heading  focus  on  a  critical 
component  of  effective  and  efficient  systems  of  long-term 
care  with  non-institutional   alternatives.     Many  of  these 
projects  have  an  outreach  or  advocate  function,  another 
significant  element  in  a  system  that  is   to  serve  the  isolated 
and  often  the  most  needy  chronically  ill   and  elderly.  The 
"Neighborhood  Approach  to  Identifying  and  Meeting  the  Health 
and  Related  Needs  of  the  Aged"   attempts  to  study  the  effective- 
ness of  one  such  middleman  service  and  case-finding  approach. 
"The  San  Francisco  Geriatric  Screening  Project"   tries  to 
reduce  the  number  of  inappropriate  commitments  of  aged 
persons  to  mental   hospitals  by  developing  and  using  alter- 
native community  resources  that  could  support  independent 
living.     The  "Alternate  Care  Arrangements"   project  is  similar 
although  its  target  population  is  broader,   including  elderly  with 
or  without  psychiatric  difficulties  or  adjustment  problems. 

"The  Information  and  Referral   Services"   programs  are  impor- 
tant because  their  role  in  the  Public  Health  Service  is  a 
unified  approach  to  chronic  disease  programming.     It  is  likely 
that  an  efficient  information  and  referral   service  will  require 
development  of  computerized  data-processing  supports.  For 
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this  reason,  the  "Automated  Medical  History  Questionnaire 
for  Ambulatory  Care"  and  the  "Community  Health  Agency  Infor- 
mation Referral  System"  demonstrations  seem  particularly 
re  levant . 

Restorative  Programs 

There  are  fourteen  projects  and  programs  listed  as 
"restorative."     They  represent  an  essential   component  of  an 
effective  long-term  care  delivery  system  with  non-institutional 
alternatives.     The  restorative  programs  presented  here  en- 
courage the  early  release  of  patients  and  the  prevention  of 
readmission  by  use  of  planned  supportive  services. 

"Community  Care  for  Mental  Hospital  Geriatric  Patients" 
adds  the  important  dimension  of  education  of  family  members 
in  supporting  placement  of  patients  in  more  independent 
settings.     "The  Geriatric  Psychiatric  Care  Spectrum"  demon- 
stration is  conducting  a  survey  of  available  community  resources 
in  Sedro  Woolley,  Washington,  that  are  relevant  for  support 
of  community  placed  patients.     Use  of  the  hospital  staff  is 
also  to  be  tested  for  supplementing  necessary  services.  "The 
Evaluation-Placement  of  the  Chronically  111   and  Aged"  project 
is  of  special  interest  because  of  its  continual  evaluation 
of  the  placement  decision.     The  "Community  Treatment  of  Hos- 
pitalized Chronic  Patients"  and  "Treatment  Deployment  of 
Chronic  Mental  Patients"  compare  two  community-based 
approaches  for  long-term  psychotic  patients.  Indigenous 
community  "enablers"  either  visit  or  bring  the  patient  into 
their  homes. 

The  critical   importance  of  consultation  and  planning  for 
discharge  prior  to  hospitalization  is  being  demonstrated  in 
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the  "Durham-Central   Geriatric  Program."     Using  both  ward 
milieu  and  progressive  independent  living,   "A  Ward  Milieu 
Treatment  Program"  explores  some  ways  to  allocate  professional 
staff  more  efficiently  to  improve  the  chances  for  patient  dis- 
charge.    Carrying  these  approaches  a  little  further  is  a 
"Study  of  Milieu  Therapy  in  a  Chronic  Facility,"  which  is 
developing  a  semi -autonomous  small   society  that  encourages 
independence  and  outside  activities.     The  "Rehabilitation 
of  the  Infirm  and  Geriatric  Patient"  and  the  "Treatment  and 
Rehabilitation  of  Geriatric  Patients"   are  two  other  programs 
aimed  at  examining  modes  of  comprehensive  rehabilitation  and 
discharge  planning.     The  last  project  in  the  section,  "Time 
Limited  Hospitalization,"   is  demonstrating  the  impact  and 
effectiveness  of  restricting  the  time  for  planning  discharge 
as  incentive  for  quicker  patient  release. 

Manpower 

Ten  projects  have  been  selected  for  inclusion  in  the 
manpower  inventory.     These  projects  represent  models  and  appli- 
cations for  the  career  field  of  non- institutional  long-term 
care,  which  will   require  manpower  components  different  than 
those  associated  with  institutional-based  services.     The  first 
two  projects,   "Health  Careers  Research"   and  "Survey  of  Pro- 
blems and  Expenses  of  the  New  Careers  Approach  in  the  Develop- 
ment of  Allied  Health  Manpower,"  are  general   efforts  aimed  at 
clarifying  the  role,  benefits  and  limitations  of  various  health 
paraprof essi onal s .     The  recommendations  and  guidance  produced 
by  these  projects  will  offer  valuable  applicable  lessons  for 
the  field. 

The  "Use  of  Allied  Health  Personnel    in  Management  of 
Chronic  Disease  Clinics"   is  an  exemplary  demonstration  of  how 
costly  physicians'    time  can  be  more  efficiently  allocated. 
The  "Training  in  Community  Health  and  Chronic  Disease"  project 
offers  to  explore  the  impact  of  preparing  professionals  to 
assume  a  more  responsive  role  in  serving  the  needs  of  the 
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chronically  disabled.     The  two  "Medex  Demonstration  Programs" 
at  the  University  of  Washington  and  at  Dartmouth  examine  the 
effect  of  using  former  military  corpsmen  to  increase  the  pro- 
ductivity of  primary  health  services  in  two  different  regions 
of  the  country. 

The  "Prim ex"  project  attempts  to  test  the  effectiveness  of 
using  a  community -oriented  family  nurse  practitioner.  This 
health  manpower  role  is  seen  as  having  much  potential  in 
community  clinics  and  Health  Maintenance  Organizations.  In 
the  "Evaluation  of  Nurse  Practitioner,"  a  pediatric  nurse  in 
a  large  group  practice  assumes  an  increasing  role  in  delivering 
primary  health  service  under  the  supervision  of  a  physician. 
The  "Cost-Effect  Potential   of  New  MIC  Team"   is  a  project  that 
demonstrates  a  team  approach  with  a  midwife  as  a  main  member. 
The  last  effort,   "Research  to  Increase  Health  Services  to 
Children,"   is  focused  on  the  effectiveness  of  a  new  type  of 
health  professional,   the  pediatric  associate,  who  will  be 
trained  in  less  than  the  usual  eleven  years  to  diagnose  and 
give  treatment. 
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PROJECT  INDEPENDENCE 


Services  for  Aging 

Department  of  Health  and  Welfare 

Augus  ta  ,  Mai  ne 


The  overall   objectives  of  Project  Independence  are  to  avoid 
institutionalization  of  senior  citizens  by  linking  them  to  a  r  e  a  ■ 
wide  services;   to  avoid  premature  mental   and  physical  deterior- 
ation which   leads  to  institutionalization;   and  to  provide 
effective  low  cost  services  where  none,  or  prohibitively  ex- 
pensive ones,   now  exist.     The  prcject  provides  services   for  a 
tri -county  area,   including  information,   referral   and  out- 
reach, transportation,  home  health  and  homemaker  services, 
health  screenings,  and  recreational   group  activities. 

Information,  referral,  and  outreach  services  will   be  pro- 
vided to  10,000  senior  citizens  during  the  first  year.  Each 
of  the  three  counties  will   have  a  centrally  located  office 
whose  primary  functions   are:     to  provide  information  about 
area- wide  public  and  volunteer  services  for  the  elderly;  to 
advise  of  rights,  eligibility  and  procedures;   to  assist  in 
weighing  alternatives;   to  diagnose  difficulties;   to  provide 
advocacy  or  facilitate  service  delivery;   to  make  referrals; 
to  visit  senior  citizens   if  warranted;   and  to  offer  social 
reassurance.     These  service  functions  are  given  without  fee 
and  are  closely  coordinated  with  other  project  service  com- 
ponents,  such  as   transportation,   to  maximize  utilization. 
Senior  citizens  may  call   toll-free  for  such  services. 

The  transportation  component  plans   to  serve  about  5,500 
aged  during  the  first  year  of  operation.     This  component  aims 
to  increase  mobility  of  the  elderly,  make  area- wide  services 
accessible,   and  bring  current  volunteer  services   to  the 
isolated.     Service  is  door-to-door,  with  order  of  priority 
given  to  medical,   personal,   and  recreational   purposes.  Trans- 
portation is  dispatched  without  fee  and  may  be  arranged  by 
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a  toll-free  call.     The  service  will   operate  seven  days  a  week 
if  demand  warrants,  but  is  not  intended  to  serve  disabled  or 
for  emergencies. 

Homemaker  and  home  health  services  are  designed  to  serve 
1,700  elderly  during  crisis  or  time  of  personal   need.  In 
particular,   these  services  are  aimed  to  reduce  the  need  for 
long-term  institutional   care,  facilitate  earlier  discharge 
from  the  hospital,  foster  self-sufficiency,  enable  the  patient's 
family  to  assist  in  rehabilitation,  and  give  the  physician  a 
better  assessment  of  the  patient's  home  living  functioning. 
The  emphasis  of  professional   and  phy s i c i an- s u pe rv i s ed  nursing 
is  on  restoration,  health  maintenance,  and  health  education. 
Specific  services  may  include  bed-side  nursing,  physical  therapy 
speech  therapy,  and  occupational  therapy. 

The  homemaker  paraprofessionals  will   provide  assistance  in 
meal   planning,   cooking,   shopping,   and  nutrition.     They  will  also 
identify  and  suggest  solutions  for  barriers  to  more  independent 
living  in  the  home.     Nurse  and  homemaker  are  to  work  cooperative 
with  physicians  and  social  workers  to  develop  plans  for  the 
elderly  to  facilitate  home  living.     These  services  may  be  ob- 
tained by  self  or  project  referral.     Priorities  for  service  are: 

H  o  m  e  h  e  a  1  t  h 

1.  Acute  conditions:     to  facilitate  earlier  discharge 
from  hospitals;   includes  teaching  self-maintenance 
to  new  diabetics,   post-surgical   care,  rehabilitation 
of  stroke  pati  ents . 

2.  Chronic  conditions:     to  postpone  hospitalization 
as  long  as   possible;   includes  care  for  diabetics, 
heart  patients,   and  terminally  ill. 

H omema  k  e  r 

1.     Services  to  the  old  and  chronically  ill  who  need 
minor  support  to  function  at  home. 
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2.     Services  to  cardiac  patients  who  can  then  remain 
at  home. 

Services  are  charged  for  according  to  ability  to  pay. 

Health  screening  will   serve  1,120  persons  the  initial  year 
of  the  project.     A  battery  of  health  tests  are  to  be  given 
by  hospitals   to  identify  and  subsequently  treat  physical  ail- 
ments most  commonly  found  among  the  elderly.  Ancillary 
activities  are  directed  to  plan  and  coordinate  medical  services, 
transportation,   information  and  referral,   and  follow-up.  There 
is  no  fee  for  this  service. 

The  recreational   group  activities  are  to  serve  about  3,000 
aged  during  the  first  year.     The  project  will  work  with  exist- 
ing senior  citizen  centers  to  initiate  and  augment  existing 
leisure  time  activities.     In  particular,   the  elderly  will  be 
encouraged  to  participate  in  various  volunteer  programs,  many 
of  which  have  a  service  objective. 

To  determine  precisely  the  impact  of  Project  Independence 
on  the  clients,   a  random  and  representative  population  of  45 
year  olds   and  over  in  the  tri- county  service  area  will  be 
assessed  for  demographic  characteristics,   as  well   as  factors 
related  to  the  ability  to  function  independently.     The  question- 
naire devised  for  the  project  is  comprised  of  various  items 
concerned  with  economic  well-being,   health,  nutrition,  social 
adapt iveness,   information  awareness,   and  indicators  of  mobility. 
The  sample  will   be  reassessed  along  these  same  dimensions  after 
the  services  have  been  implemented.     A  separate  cost  analysis 
is  also  being  conducted  to  ascertain  the  cost-effectiveness  of 
these  various  project  components. 


SOURCE:     State  of  Maine,   Department  of  Health  and  Welfare, 
Services  for  Aging 

SPONSORING  AGENCY:     Administration  on  Aging 


11-50 


NATIONAL  PROTECTIVE  SERVICES  PROJECT  FOR  OLDER  ADULTS 


Washington,  D.C.;  Morgan,  Logan,  and  Weld  counties,  Colorado 

The  National   Protective  Services  Project  represents  an 
extensive  three-year  effort  by  the  Federal  and  local  govern- 
ments to  examine  the  possible  needs  of  the  elderly  comprehen- 
sively and  systematically.     An  urban  site  in  Washington,  D.C., 
and  rural  sites  in  Morgan,  Weld,  and  Logan  counties  in  Colorado, 
were  studied.     The  overall  project  goals  were: 

"  1.     To  increase  knowledge  of  the  numbers  of  aged, 
severely  mentally  impaired  persons  in  the 
general ■community  who  need  services  to  protect 
their  welfare. 

2.  To  improve  local  departments  of  welfare  skills 
in  understanding  the  special   needs  of  these 
aged  individuals,  and  to  increase  their  own 
facility  to  meet  these  needs  through  providing 
mult i disciplinary  services  to  older  adults. 

3.  To  learn  how  to  maximize  use  of  existing 
community  resources  and  enlist  them  as  par- 
ticipants in  a  comprehensive  program  of  pro- 
tective services. 

4.  To  identify  unmet  needs  of  older  adults  to 
serve  as  a  guide  to  further  community  and 
department  of  welfare  efforts  to  meet  them. 

5.  To  obtain  cost  data  pertaining  to  the  planning, 
development,  and  provision  of  agency  protective 
services  at  the  local   level,  as  well   as  the 
cost  of  agency  personnel   required  to  carry 
them  out. 
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6.     To  develop  specific  criteria  to  identify  and 
define  protective  services  and  the  role  of 
each  of  the  disciplines   (social,  medical,  and 
legal)   used  in  carrying  them  out . " ( Communi ty 
Services  Administration,  1971.) 

Coupled  with  these  research  and  public  service  planning 
information  objectives,   the  project  provided  a  variety  of 
services  through  the  use  of  multi disciplinary  protective 
service  teams.     In  addition,   the  teams  had  access  to  a  pro- 
fessional  consultant  team  as  needed.     A  special  supplementary 
financial   assistance  fund  was  made  available  for  the  project 
to  permit  flexibility  in  service  delivery. 

The  basic  Protective  Service  Team  was  composed  of  a  case 
supervisor  who  had  a  M.S.W.,   three  case  workers  with  at  least 
a  B.A.,  three  case  aides,   two  clerical  staff,  and  in  the  rural 
area,  three  homemakers.     The  urban  demonstration  site  hired 
homemaker  services  on  an  as-needed- bas i s .     The  supplementary 
funds  were  often  spent  in  imaginative  ways  to  provide  for 
daily  necessities  and  to  communicate  personal   interest  by  the 
staff  in  the  client.     In  the  urban  program,  the  regular  public 
assistance  funds  did  not  cover  the  basics,  and  often  the  sup- 
plemental  project  funds  were  used  to  fill   this  gap.  Trans- 
portation was  the  most  frequent  item  that  was  covered  by  the 
speci  al  fund. 

The  study  population  consisted  of  individuals,  identified 
as  at  least  50  years  old  and  as  applicants  for  or  recipients 
of  public  assistance—either  current,  former,  or  potent  i  al- 
and who  have  one  or  more  of  the  following  characteristics: 

"   1.     Physical   or  mental   limitations  which  render  him 
unable  to  act  on  own  behalf,  to  manage  money 
and/or  carry  on  activities  of  daily  living. 

2.     Behaves  in  a  way  that  is  harmful   to  self  or 
others. 
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3.  Is  mentally  incompetent  to  the  degree  that 
legal  measures  are,  or  foreseeably  will  be 
necessary  to  be  invoked  for  his  own  or  others' 
protection,  e.g.,   legal   representative,  guardian- 
ship, and  commitment. 

4.  Is  living  in  unsafe  or  hazardous  conditions. 

5.  Is  neglected  or  exploited. 

6.  Is  without  anyone  reliable,  ready,  and  willing 
or  able  to  act  on  his  behalf,   i.e.,  family 
member,   relative,  f r i end  . " ( Commun i ty  Services 
Administration,  1971.) 

The  project  drew  on  three  sources  of  clients:  participants 
from  the  regular  intake  office  public  assistance  program,  trans- 
fers from  active  caseloads,  and  referrals  from  voluntary  or 
other  public  agencies  or  individuals.     Most  of  the  actual  clients 
were  currently  on  public  assistance. 

The  profile  of  the  protective  service  clients  depicted  in- 
dividuals who  have  been  traditionally  the  concern  of  public 
welfare  agencies.  Specifically: 

"   1.     They  are  to  be  found  in  remote  rural   areas  as 

well   as  in  the  most  populated  sections  of  cities. 

2.  Most  of  them  are  over  60,  and  their  numbers  in- 
crease (proportionately  if  not  absolutely)  with 
age. 

3.  The  majority  live  alone. 

4.  The  majority  are  widowed. 

5.  The  majority  are  poor. 

6.  Their  incomes  are  derived  from  Social  Security, 
Old  Age  Assistance,   Aid  to  the  Blind,  Aid  to  the 
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Permanently 
bination  of 
assistance. 


and  Totally  Disabled,  or  a  corn- 
Social   Security  and  public 


7.  A  substantial   number  of  applicants  are  well  off 
financially,   and  hence,   at  present,  ineligible 
for  service  under  public  welfare  programs. 

8.  All   have  a  high  degree  of  mental  or  physical 
i  nf i  rmi  ty . 

9.  Many  are  not  accustomed  to  utilizing  the  services 
of  social   and  health  agencies,  and  usually  have 
no  personal  physician. 

10.  The  majority  are  poorly  housed  and  many  live  in 
dangerous  environments. 

11.  Most  dread  the  prospect  of  institutional  living 
and  may  refuse  to  leave  even  the  most  squalid 
and  unsafe  environment. 

12.  Many  are  bedfast  or  homebound  and  unable  to 
secure  for  the m selves  the  basic  necessities 
of  life. 

13.  Some  are  antisocial  recluses,  resenting  in- 
vasion of  privacy. 

14.  Some  are  hostile  to  neighbors  and  other  per- 
sons, with  paranoid  illusions  of  harmful  in- 
tent toward  them. 

15.  Some  are  forgetful   to  the  point  of  wandering 
from  home  and  losing  their  way,   not  knowing 
their  home  address. 
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16.  Some  are  threatening  and  potentially 
dangerous  to  strangers  who ,   they  believe, 
are  attempting  to  invade  their  privacy. 

17.  A  few  exhibit  bizarre  or  antisocial  behavior 
which  makes  them  unacceptable  in  the  community." 
(Community  Services  Administration)  1971.) 

Without  any  aid  these  individuals  are  left  neglected  or 
come  to  the  public  agencies'   attention  only  when  there  is  a 
severe  crisis  and  when  the  prospect  of     restorative  inter- 
vention is  minimal.     These  cases  fell   into  three  categories. 
Some  elderly  have  poor  judgement  and  mental   confusion  that 
preclude  them  from  making  appropriate  decisions;   in  such  cases, 
mental  dysfunction  predominates.     In  other  cases,  the  aged 
person  may  be  mentally  capable  but  in  such  poor  health  and  with 
such  severe  physical   handicaps  that  he  is  unable  to  care  for 
himself;   here  it  is  the  physical   dysfunction  that  predominates. 
In  the  third  case,   the  older  adult  has  an  unexpected  crisis 
not  due  to  any  particular  mental   or  physical   condition.  Nearly 
two-thirds  of  the  cases  were  seen  as   having  physical  dysfunction 
that,  seriously  impaired  their  daily  activities  in  self  care. 

There  were  some  demographic  and  other  differences  between 
the  urban  and  rural   clients.     The  rural   clients  who  were  not  on 
public  assistance  were  judged  to  be  more  eccentric,  more  iso- 
lated and  rejected  by  relatives  and  neighbors   than  were  their 
urban  counterparts.     The  bizarre  behavior  of  the  rural  clients 
was  the  main  reason  they  were  brought  to  the  attention  of  a 
public  agency.     Twice  as  many  elderly  in  rural   areas  were 
married  compared  to  the  urban  area.     Eighty -six  percent  of  the 
rural   population  of  clients  were  white,  nine  percent  Spanish 
speaking,   and  only  two  percent  black.     The  urban  picture  was 
different  with  fifty -eight  percent  black  and  forty  percent 
white,   reflecting  the  racial   breakdown  of  the  elderly  popu- 
lation in  Washington,   D.C.     The  urban  clients,   in  addition, 
were  somewhat  more  disadvantaged  economically  than  the  rural 
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residents   in  the  study.     In  contrast  to  the  urban  clients, 
more  than  half  of  the  rural   residents  lived  alone  because  of 
d  greater  desire  to  be  independent,  greater  incidence  of  homo 
ownership,  and  greater  income.     Only  one  percent  of  the  project 
clients  were  institutionalized.     Roughly  a  fifth  of  the  total 
clients,  more  urban  than  rural,  were  homebound.     The  reasons 
for  referral   to  protective  services,  however,  were  quite 
similar  for  the  urban  and  rural  areas. 

A  variety  of  services  were  provided  by  the  teams  directly, 
or  arranged  through  funding  and  referral.     Five  categories  of 
services  were  offered,  with  a  combined  total   of  66  possible 
items  of  service.     The  service  categories  included: 

"  1.     Services  to  facilitate  changes  in  living 

arrange ments--23  items,  including  help  with 
moving;  home  maintenance  or  repair;  securing 
household  equipment;   admission  to  or  dis- 
charge from  hospitals  and  other  institutions; 
disposition  of  effects. 

2.  Services  to  improve  or  maintain  physical 
health  — 10  items,   including  arrangements  for 
medical   and  dental   services;  medicines;  pros- 
thetic devices;   nursing  and  other  health  care 
services  in  the  home. 

3.  Services  to  improve  or  maintain  mental  healih-- 
10  items,   including  arrangements  for  psychiatric 
examination  and  treatment;   commitment  to  mental 
institution;   appointment  of  guardian;  legal 
representation;   restoration  of  civil  rights. 

4.  Services  to  secure  adequate  social  resources-- 
17  items,   including  enlisting  support  from 
relatives  or  other  interested  persons;  arranging 
for  transportation;   use  of  community  resources, 
such  as  library  or  social   agency;   securing  pro- 
tection against  exploitation  or  neglect. 
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5.     Services  to  improve  economic  status--6  items, 
including  efforts   to  increase  assistance  grant; 
obtain  OA  S  D I   or  other  entitlements;  provide 
emergency  payments  from  project  Supplementary 
Financial   Assistance  Funds;   help  with  money 
management ."( Communi ty  Services  Administration, 
1971  .  ) 

As  a  basis  for  making  individualized  service  plans  and 
assessing  changes  in  client's  level   of  functioning,  a  com- 
prehensive profile  was  developed  for  each  client.     The  pro- 
file included: 


1 . 

Social  Condition 

Assistance  from 

others 

Su i  tabi 1 i  ty  of 

1  i  v  i 

ng  a 

rrangement 

2. 

Social  Attitudes 

Willingness  to 

use 

soci 

al  resources 

Willingness  to 

use 

heal 

th  resources 

Willingness  to 

use 

1  ega 

1  resources 

Willingness  to 

use 

othe 

r  community  resources 

3. 

Social   Function  in 

g 

Management  of  h 

ome 

and 

personal  life 

Physical  functi 

o  n  i  n  g 

Orientation  to 

t  i  me 

and 

place 

Involvement  with  others  in  meaningful 
relationships 

4.     Emotional  Functioning 

Dependency  in  the  client 
Mental   and  emotional  adjustment 
Satisfaction  with  living  arrangement 
Satisfaction  with  present  lot." 
(Community  Services  Administration,  1971.) 
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Each  of  these  items  were  rated  either  "poor,  "moderate," 
"good,"  or  "do  not  know."     The  cumulative  profiles  of  the  urban 
and  rural   clients  revealed  very  similar  ratings  at  the  time  of 
i  n  t  a  k  e  . 

The  most  frequently  provided  service  was  arrangement  for 
community  services  or  resources  outside  of  public  assistance. 
Three-fourths  of  the  cases  fell   into  this     category  of  service. 
Efforts  to  secure  or  increase  interest  and  support  from 
relatives  and  friends  are  not  represented  in  the  data  but  are 
applicable  to  almost  all   the  cases.     Transportation  was  also 
a  very  much  needed  and  provided  service.     The  small   numbers  of 
mental   health  services  given  the  client  population  reflects 
both  the  scarcity  of  such  services  as  well   as  the  low  numbers 
of  elderly  assessed  as  mentally  dysfunctional. 

Seventeen  percent  of  the  cases  needing  protective  services 
did  not  receive  them.     Twenty- two  percent  of  the  cases  needing 
a  health  examination—the  second  most  frequent  need  —  did  not 
receive  it.     The  most  frequently  provided  services  were  those 
thdt  were  already  available  in  the  community  or  were  made 
available  through   the  project.     These  services   included  supply- 
ing transportation,   arranging  for  medical   treatment  and  supplies 
under  Medicare,   securing  help  from  community  agencies,  or 
giving  out  monies  from  project  funds. 

The  largest  unmet  needs   included:     home  maintenance,  health 
examinations,   h e 1 p  with  moving,   help  from  relatives,  protection 
against  neglect,   and  help  with  money  management.     The  rural 
area  provided  greater  assistance  with  medical   care  services 
than  the  urban  area.     This   is  contrary  to  the  common  belief 
that  health  services  are  relatively  scarce  in  rural  regions. 
Help  from  relatives  was  more  forthcoming  from  rural   than  urban 
residents,   reflecting  the  different  proportions  of  residents 
with   families.     Further  study  is  warranted  to  determine  whether 
these  findings  are  generalizable  to  other  rural  areas. 
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On  the  whole,  about  63  percent  of  the  service  needs 
identified  were  served,  while  37  percent  were  unmet  by  the 
Protective  Service  Teams.     Though  a  survey  of  service  impedi- 
ments was  not  made,  the  constraints  include:  inadequate 
community  resources   (e.g.,  housing),  preference  for  younger 
clientele  when  agency  is  overloaded  with  cases,   lack  of  finan- 
cial  resources,  ineligibility  for  services,  and  client  rejection 
of  services.     There  was  great  client  resistance  to  insti- 
tutionalization even  when  it  was  clear  that  the  client  could 
not  function  independently. 

These  findings  suggest  the  need  for  a  variety  of  protective 
living  arrangements,   ranging  from  mental   hospitals  to  foster 
homes,  and  day  care  centers  as  well.     Also,  there  is  a  great 
need  for  a  range  of  help  in  the  home,  from  skilled  nursing 
care  to  assistance  with  heavy  cleaning.     A  change  in  the 
delivery  system  was  advised  in  order  to  make  these  services 
more  accessible  and  available. 

The  study  gave  specific  attention  to  the  impact  of 
narrowly  defined  protective  services  and  homemaker  services. 
Results  showed  that  many  agencies  are  hesitant  to  provide 
protective  services  because  of  the  presumed  frequency  of 
necessary  legal   intervention.     The  national   project  experience 
suggests   that  the  percentage  of  cases  requiring  legal  inter- 
vention is  small;   even  commitment  cases  can  be  handled  with- 
out undue  difficulties.     The  problem  of  providing  guardians 
for  the  elderly  was  underscored.     The  establishment  of  an 
office  of  public  guardian  was  recommended  in  order  to  avoid, 
prevent,   or  postpone  commitment  to  a  long-term  care 
institution. 

Homemaker  services  were  provided  for  26  percent  of  the 
cases  in  the  project.     Most  of  the  cases  came  from  the  rural 
areas  where  h o m e m a k e r s  w ere  part  of  the  staff.     Nine  services 
were  performed  by  the  homemakers.     Ranked  in  terms  of  need, 
these  services  are:     household  management,   personal  care, 
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meal   planning  and  preparation,  shopping,   transportation,  mis- 
cellaneous services,   laundry,  budgeting,  and  clothing  care 
and  repair. 

An  important  finding  of  the  research  was  the  contra- indi- 
cation  that  protective  service  clients  are  clients  for  life. 
The  project  data  found  that  about  half  of  the  clients  received 
services  for  five  months  or  less,  and  nearly  three-fourths  for 
ten  months  or  less.     These  percentages  were  similar  for  both 
the  rural   and  urban  clientele.     Evaluation  of  the  various 
services  provided  by  the  Protective  Service  Teams  provided 
another  significant  set  of  findings.     The  staff  was  asked  to 
rate  the  adequacy  of  service  delivered  to  the  clients.  Sixty- 
three  percent  of  the  services  were  rated  as  at  least  adequate, 
and  a  fourth  were  rated  as  minimal;   these  ratings  were  similar 
for  both  the  rural   and  urban  teams.     Yet  only  35  percent  of 
cases  were  identified  as  successfully  completed.  Severely 
handicapped  clients  or  unrealistic  standards  of  success  might 
explain  the  discrepancy  between  adequate  services  provided 
and  successful   terminations.     The  lack  of  community  services 
is  cited  as  another  possible  factor  in  contributing  to  the 
limited  successes.     The  role  of  these  various  inhibiting 
factors  must  be  clarified  to  better  assess   the  impact  of  pro- 
tective and  similar  types  of  services. 

Changes   in  client  functioning  varied  between  the  rural 
and  urban  areas.     Greatest  improvement  occured  in  the  urban 
clients  in  their  satisfaction  with  present  lot,  suitability 
of  living  arrangements,   satisfaction  with  living  arrangements, 
physical   functioning  and  mental   and  emotional   adustment.  In 
the  rural   area  the  five  highest  categories  of  improvement 
were:     assistance  from  others,  suitability  of  living  arrange- 
ments, management  of  home  and  personal   life,   physical  function- 
ing, and  mental   and  emotional   adjustment.     Overall,   it  seems 
that  the  urban  clients   improved  to  a  greater  extent  than  did 
the  rural   counterparts.     Most  of  the  rural   cases  were  long- 
term  recipients  of  public  assistance  whose  basic  needs  may  have 
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been  met;  they  would  logically  show  less  dramatic  change  than 
the  more  recent  public-agency  clientele  in  the  urban  areas/ 

The  project  findings  revealed  that  improvement  is  greatest 
when  clients  have  suitable  living  arrangements,  are  willing  to 
use  social   services,  have  health  resources  and  access  to  community 
resources,   are  oriented  to  time  and  space,  and  somewhat  satis- 
fied with  living  arrangements  and  with  present  lot.     There  is 
also  indication  that  some  clients  improved  in  their  level  of 
functioning  in  the  absence  of  actual   services;   the  Protective 
Service  Teams  seemed  to  provide  a  psychological  uplift  that 
increased  the  client's  sense  of  well-being.     Homemaker  services 
were  also  found  to  increase  the  chances  that  a  client's  level 
of  functioning  would  improve.     However,  there  is  indication 
that  homemaker  service,  at  least  as  administered  by  the  project, 
increased  the  client's  dependency  on  such  services.     In  general, 
the  project  report  noted  that  improvements  with  "special 
services  even  in  public  welfare  cases  of  long-standing  indi- 
cate that  maintenance  of  high  level   of  service  may  retard 
deteriorative  physical   and  mental   changes  and  increase  self- 
reliance  and  emotional   adjustment....     It  is  evident  that  these 
individuals  who  received  services  improved,  as  well   as  those 
who  received  services  and  remained  the  same,  avoiding  costly 
institutionalization."     An  important  product  of  the  project 
is  its  impact  in  convincing  cooperating  public  agencies  of 
the  need  for  such  a  concert  of  services  for  the  elderly  in 
their  commu  n  i  ty . 

IMPLICATIONS 

This  demonstration  is  reported  in  detail   to  highlight  its 
far-reaching  objectives,   its  level   of  effort,   its  evaluative 
and  research  components,   and  other  exemplary  elements  of 
research-and-development  in  non- institutional   care.  The 
project  clearly  demonstrated  the  need  for  such  services  in 
urban  and  rural   areas.     It  showed  how  the  use  of  Protective 
Service  Teams  could  render  a  variety  of  services  to  an 
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elderly  population  in  both  settings.     Important  to  note  is  the 
interdisciplinary  mix  of  the  teams,   including  professionals  and 
paraprof ess i onal s .     The  role  of  homemaker  services,   and  the 
problem  of  dependency  are  also  significant  elements  of  the 
study.     The  report  provides  much  useful   and  interesting  infor- 
mation for  states  planning  to  establish,   improve,  or  expand 
their  protective  services.     The  unique  features  of  the  under- 
taking should  be  underscored  as  critical   to  future  programs: 
joint  Federal-State  efforts,  use  of  special   service  units,  wide 
target  population,  professional   consultation,  supplemental 
funds,   and  the  cited  multidisciplinary  orientation.  The 
experience  of  this  project  could  also  be  applied  or  extended 
to  include  the  younger  disabled,  who  would  also  benefit  from 
protective  services.     In  summary,  these  services  have  been 
shown  to  retard  or  postpone  the  need  for  institutional  long- 
term  care. 

SOURCE:     Report  of  the  National   Protective  Services  Project 
for  Older  Adults,  Washington,   D.C.,  U.S.  Government 
Pri  nti  ng  Of f i ce  ,  1971. 

SPONSORING  AGENCY:     S RS - Commu n i ty  Services  Administration 
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A  COORDINATED  APPROACH  TO  PROTECTIVE  SERVICES  TO  AGED 


Welfare  Council  of  Metropolitan  Chicago 
Chicago,  Illinois 

CAPSA  is  a  three  and  one-half  year  mental   health  project 
to  develop  and  demonstrate  improved  methods  of  finding  and 
reaching  impaired  older  people  and  of  serving  their  different 
needs.     Emphasis  will  be  placed  on  a  coordinated  approach  under 
the  leadership  of  the  Welfare  Council   of  Metropolitan  Chicago. 
It  will   involve  seven  casework  agencies,  public  and  voluntary; 
the  Illinois  Department  of  Mental   Health,   the  Chicago  Committee 
on  Urban  Opportunity  (local   0E0  community  action  agency);  a 
number  of  public  and  voluntary  agencies  providing  home  health 
care  and  other  specialized  non- cas ework  auxiliary  services;  and 
consultants  in  various  disciplines  from  the  University  of 
Chicago  and  other  resources. 

The  target  population  in  this  demonstration  is  approximately 
1000  to  1300  impaired  older  persons,  65  years  and  over,  residing 
in  an  area  of  eight  square  miles  on  the  north  side  of  Chicago. 

The  ultimate  objective  is  to  formulate  a  set  of  recommen- 
dations, based  on  evaluation,  for  the  provision  of  protective 
services  to  impaired  older  persons  on  a  continuing  basis. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     National    Institutes  of  Mental  Health 
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OLDER  AMERICANS  RESOURCES  AND  SERVICES  PROGRAM 

Duke  University  Center  for  the  Study  of  Aging  and  Human 
Development.     Durham,  North  Carolina 

The  Duke  University  Center  for  the  Study  of  Aging  and 
Human  Development  set  up  an  Information  and  Counseling  Service 
for  Older  Persons   (I  COP)   in  1967.     ICOP  provided  out-patient 
clinical   services  as  well   as  an  opportunity  to  apply  accumu- 
lated research  findings.     In  the  summer  of  1971,  this  service 
was  incorporated  into  the  OARS  or  Older  Americans  Resources 
and  Services  Program.     In  the  planning  are  several  service 
centers,  one  located  at  the  University  Center,  and  others 
throughout  the  community.     The  overall  goals  of  OARS  include: 

"  1.     To  reduce  the  likelihood  of  premature  death 
among  clients  served. 

2.  To  reduce  the  likelihood  of  unwarranted  or 
premature  institutionalization  among  clients. 

3.  To  improve  social,   psychological,  and  physical 
functioning  or  at  least, 

4.  To  slow  the  rate  of  decline  of  social,  psycho- 
logical, and  physical  functioning. 

5.  To  do  so  at  an  acceptable  cost  to  both  the 


While  offering  a  broad  range  of  evaluative  and  therapeutic 
services,   the  program  has  a  research  mission  to  compare  the 
impact  and  cost  of  alternative  methods  of  providing  services. 
A  main  focus  compares  the  traditional,  " des k- and- cha i r "  diag- 
nostic procedures  with  a  more  innovative  and  comprehensive 
evaluative  approach.     A  second  objective  contrasts  the 
relative  effectiveness  of  coordinated  services  by  a  special 


pati  ent  and 
(Pfeiffer, 


the  government  or  to  the  community. 
1971. ) 


ii 
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mult i -disciplinary  team  with  the  more  typical   service  delivery 
by  referral   to  community  resources  or  agencies.  Particular 
features  of  outcome  and  comparison  that  will   be  examined  in- 
clude manpower  investment,  number  of  identified  problems  per 
patient,  number  of  treatment  recommendations  per  patient,  better 
cooperation  with  community  agencies,  patient  status  after  one 
and  two  years,  reduction  in  likehood  of  institutionalization, 
and  cost  effectiveness.     In  addition,  the  OARS  program  is 
directing  its  research  attention  to  ascertaining  possible 
predictors  of  institutionalization,  and  the  efficacy  of  using 
a  multidimensional   approach  to  better  match  services  to  client 
needs . 

The  OARS  program  serves  persons  older  than  50  years  of  age, 
the  family,  friends  or  another  agency.     The  staff  is  multi- 
disciplinary,  including  psychiatrists,  social  workers,  geriatric 
nurses,  physical   therapists,  occupational   therapist,  dietician, 
chaplain  and  others.     In  addition,  clients  may  be  offered 
assistance  with  legal   and  financial  matters  by  staff  counseling. 
The  program  also  has  a  volunteer  program  operated  for  and  by 
the  elderly.     OARS  assists  and  cooperates  with  several  community 
projects  such  as  the  Home  Service  Corps,   the  Hearing  Bank,  a 
Foster  Grandparents  Plan  for  a  pediatric  ward,  a  Sheltered 
Workshop,  a  Friendly  Visitors  Project,  plus  a  number  of  train- 
ing activities  of  geriatric  psychiatry  fellows,  social  services 
personnel,  nurses,  therapists  and  technicians. 

The  most  important  clinical   service  offered  by  OARS  is 
facilitating  the  coordination  of  services  by  referral  and 
the  continual   contact  with  the  client.     Strategically,  counsel- 
ing is  done  whenever  possible  with  the  family  in  addition  to 
the  older  person.     Understanding  and  support  from  the  family 
are  deemed  critical   for  successful  treatment. 


11-65 


The  use  of  a  mu 1 ti di s ci p 1 i n a ry  team  and  multidimensional 
assessment  procedures  are  integral   to  their  services.  The 
patient  is  diagnosed  along  five  areas  of  functioning:  physical, 
mental,  social,  economic,  and  ability  to  perform  the  activities 
of  daily  living.     On  the  basis  of  the  combined  assessment,  a 
patient  receives  a  service  or  a  referral   to  a  community  agency. 
Use  of  this  multidimensional   assessment  is  based  on  the  ample 
clinical  evidence  that  impairments  have  a  multiplying  debil- 
itating effect.     In  addition,  this  procedure  provides  data 
for  the  OARS  research  activities,  including  demographic, 
epidemiological,  computer-simulation  and  cost-benefit  studies. 

SOURCE:     Pfeiffer,  OARS  Program.     Duke  University  Medical  Center. 
Durham,  North  Carolina,  1971. 

SPONSORING  AGENCY:     Administration  on  Aging 
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THE  PHILADELPHIA  GERIATRIC  CENTER 


Philadelphia,  Pennsylvania 

The  Philadelphia  Geriatric  Center  houses  almost  900 
residents  who  represent  all   health  segments  of  the  geriatric 
population,  from  the  comparatively  "well"   aged  to  the  most 
severely  mentally  and  physically  impaired. 

The  development  of  a  wide  range  of  health  and  other  ser- 
vices within  a  predominantly  residential   complex  for  the 
elderly  provides  unique  strengths  and  striking  results.  Brody 
(1968),  director  of  social  work  at  the  Center,  says  that  the 
philosophy  behind  the  Center  and  its  services  is:     "There  is 
no  best  plan  for  caring  for  the  elderly.     There  is  only  the 
most  appropriate  plan  for  the  specific  individual  with  his 
unique  set  of  personal,  medical   and  social  requirements." 

The  Philadelphia  Geriatric  Center  evolved  in  what  is  con- 
sidered today  a  "geriatric  community"  through  the  following 
steps:     First,  The  Home  for  the  Jewish  Aged  was  opened  in 
1952  where  medical   and  nursing  services  were  provided  along 
with  an  array  of  rehabilitative  programs  to  assure  the 
residents  continued  mental   and  physical   care.     Secondly,  a 
84-bed  acute  hospital  was  built  on  to  the  Home  in  1955  to 
provide  immediate,  acute  medical   care  to  residents.     Then,  in 
1960  and  1965,  independent  apartments  for  the  "well"  elderly 
were  built  in  the  same  block  as  the  Home  and  Hospital,  housing 
396  individuals  in  efficiency  apartments  and  60  couples  in 
one-bedroom  apartments.     The  median  age  of  the  residents  is 
75  years.     The  tenants  have  a  house  physician  available  seven 
days  a  week  in  each  apartment  building  for  routine  office 
care  and  medication.     A  registered  nurse  is  on  duty  in  both 
buildings  at  all   times.     The  tenants  have  complete  access   to  the 
medical   facilities  in  the  Home  and  Hospital   as  needed  and  they 
have  the  choice  of  transferring  to  the  Home  and  Hospital  when 
they  are  no  longer  able  to  function  independently.     An  intensive 
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care  floor  in  the  York  House  South  Building,  houses  33  persons 
who  need  more  protective  care  than  is  provided  elsewhere  in 
the  apartment  buildings,  but  not  the  extensive  care  of  the 
home.     A  complex  nursing  staff  is  assigned  to  this  floor. 
Last  year,  row  houses  located  across  the  street  from  the  resi- 
dential  complex  were  purchased  and  converted  into  small  unit 
boarding  arrangements  where  individuals  may  live  while  awaiting 
admission  to  the  York  Houses.     The  waiting  list  for  the  York 
Houses  now  exceeds  600.     Dentists,  podiatrists,  physical 
therapy  services,  and  a  wide  range  of  social   and  recreational 
programs  are  available  to  the  tenants. 

All  of  these  services--along  with  the  independence  that 
comes  from  a  close  proximity  to  public  transportation,  shops, 
banks,  movie  theatres  and  markets--contri bute  to  continued 
mental   and  physical   health  and  well  being. 

The  Center  has  a  Gerontological   Research  Institute,  an- 
other component  of  this  "geriatric  community."     Biological  and 
biochemical   research  is  conducted  here  by  a  complete  medical 
staff,  biochemists  and  psychologists,  in  laboratories  fully 
equipped  for  animal   and  human  studies.     The  Behavioral  Science 
Section  of  the  Institute  conducts  social   and  psychological 
research . 

In  the  planning  stage  is  the  Weiss  Institute,  a  120-bed 
unit  in  which  mentally  impaired  persons  will   be  systematically 
studied,  cared  for,  and  treated. 

Imp! i  cati  ons  :     The  Philadelpnia  Geriatric  Center's  goal  is 
to  provide  comprehensive  health  and  social  services  to  an 
increasingly  larger  group  of  older  persons  living  with  some 
degree  of  independence,  and  to  provide  an  institutional  setting 
for  those  in  need  of  it.     The  Center  became  a  self-contained 
"geriatric  community"  through  a  very  gradual   process  of  ex- 
pansion and  integration  of  services. 

SOURCE:     United  States  Senate,  Special   Committee  on  Aging, 
Washington,   D.   C,  November  8,  1971. 

SPONSORING  AGENCY:     Several   public  and  private  agencies. 
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THE  AGING  CENTER 


Sinai  Hospital,  Baltimore,  Maryland 

The  Aging  Center  at  Sinai  Hospital   located  in  Baltimore, 
Maryland,  was  started  by  Dr.   Frank  F.   Furstenberg  in  1961. 
Today  the  center  offers  an  example  of  the  principles  of  "com- 
prehensive geriatrics"  at  work.     According  to  Chinn  (1970)  it 
also  demonstrates  what  can  be  accomplished  when  the  knowledge 
and  skills  of  many  kinds  of  practitioners  and  a  variety  of 
community  resources  are  mobilized  towards  the  goal   of  providing 
maximum  health  care  for  the  aged. 

The  Aging  Center  achievements  were  possible  through  the 
pursuance  of  a  series  of  actions  in  the  following  order: 

1.  The  character  and  problems  of  the  community  were 
studied.     With  a  grant  from  the  U.S.   Public  Health 
Service,   the  Sinai   Hospital   established  a  "feeder" 
unit- -an  information  and  referral   service  in  the 
out-patient  department. 

2.  The  hospital,   recognizing  that  the  crisis- by -crisis 
approach  to  health  care  problems  was  inadequate, 
set  up  a  health  maintenance  clinic  and  a  multi- 
phasic screening  center  for  early  identification 

of  disease  and  disabilities. 

3.  A  home-care  services  program  for  the  homebound  was 
established.     Visiting  Nurse  Association  services 
were  purchased  to  evaluate  nursing  and  other  health 
needs  in  the  homes  of  patients.     The  contract  also 
covered  counseling  and  bedside  care  for  homebound 
pa ti  ents . 

4.  A  non-profit  convalescent  home  offered  its  facilities 
as  a  halfway  house  for  patients  trying  to  adapt  to 
the  change  from  hospital   to  home  care  or  ambulatory 
care . 


11-69 


5.     An  educational   component  was  built  in  to  develop 
experts  needed  to  assist  the  aged.     For  example, 
Sinai  Hospital's  department  of  medicine  assigns 
a  different  assistant  resident  to  the  center  every 
six  weeks.     Students  from  the  Johns  Hopkins  School 
for  Hygiene  and  Public  Health  come  to  observe  at 
the  Center.     Center  personnel   give  seminars  on 
chronic  disease  and  aging  at  Hopkins  and  other 
medical   centers  and  at  social  welfare  agencies. 

The  Center  has  a  fulltime  coordinator  (a  medical  social 
worker),  a  phys i ci an- i n- ch i ef  (an  internist)  on  a  part-time 
basis,  and  a  fulltime  secretary.     Dr.  Matchar,  the  physician' 
in-chief  of  the  Center,  when  asked  what  he  considers  most 
important  about  the  Center,  said: 

"We  give  both  medical   care  in  depth  and  a  broad 
range  of  services.     We  try  to  give  our  patients 
time  and  understanding  as  well   as  medical  attention. 
We  try  to  become  involved  in  understanding  the 
social   and  emotional   problems  which  are  affecting 
their  physical   condition....     It  has  become  clear 
to  us  that  we  can't  deal  with  just  the  isolated 
problems  of  an  older  person.     We  must  deal  with 
him  as  an  individual,   for  his   illness   is  definitely 
related  to  his  social,   economic,   and  emotional 
problems."     (Chinn,   1970,   p.  52.) 


SOURCE:     Chinn,   R.    (Ed.)     Working  With  Older  People,  A  Guide 
to  Practice,  Vol.   1:     The  Practitioner  and  the 
Elderly ,   U.S.   Department  of  Health,   Education,  and 
Welfare,  Public  Health  Service.     Washington,  D.  C, 
1 970 ,  Chapter  VI ,  pp .  32-54. 

SPONSORING  AGENCY:     Public  Health  Service. 
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THE  SENIOR  OPPORTUNITIES  AND  SERVICES  PROGRAM 


Wa 1 ker- Wi ns ton  Community  Action  Committee 
Jasper ,  Al abama  . 

The  Walker-Winston  CAC  serves  two  rural-urban  counties  in 
northern  Alabama.     According  to  a  1968  survey  carried  out  by 
CAC,  Walker  County  had  47,423  individuals  in  15,500  families, 
of  whom  53  percent  were  identified  as  rural   and  47  percent 
urban.     Some  77  percent  of  the  heads  of  households  are  white 
and  the  remaining  23  percent  headed  by  a  Negro.     At  least  a 
third  of  the  families  in  both  counties  have  incomes  below 
the  poverty  level.     Approximately  a  third  of  the  families  are 
headed  by  an  individual  60  years  of  age  or  older,  although 
the  actual   number  of  poor  individuals  aged  65  years  and  over 
is  not  available.     According  to  the  Alabama  Department  of  Pen 
sions  and  Securities,  approximately  51   percent  receive  Old 
Age  Assistance.     Many  receive  both  OAA  and  Social  Security. 

The  Senior  Opportunities  and  Service  Program  (Eldercare) 
is  one  component  in  the  CAC  program  which  includes  a  Neighbor 
hood  Service  System  which  has,  as  its  central  function,  out- 
reach and  referral.     In  addition,  the  Service  System  distri- 
butes clothing  and  household  items;  provides  a  mobile  family 
planning  unit  to  assist  mothers  through  examinations  and 
medically  approved  contraceptives;  gives  emergency  food  and 
medically  approved  contraceptives;  gives  emergency  food  and 
medical  services  to  persons  suffering  from  hunger  and  mal- 
nutrition who  are  referred  either  by  public  health  nurses  or 
CAC  workers;  maintains  an  emergency  family  loan  program  with 
an  individual   limit  of  $100  per  person;   and  operates  a  food 
distribution  program  in  Winston  County.     Also,  a  planning 
development  unit  is  working  on  long-range  efforts  to  improve 
economic  conditions  in  the  counties.     A  year-round  Neighbor- 
hood Youth  Corps  completes  the  comprehensive  approach  to 
poverty  in  Walker  and  Winston  Counties. 
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Approximately  $182,000  was  allocated  to  Eldercare  for  per- 
sonnel, travel,  supplies,  and  health  care  during  FY  1970 
(16  percent  of  the  total  budget  of  CAC  for  1970).     The  expen- 
ditures for  heal th- rel a  ted  services  amounted  to  30  percent  of 
the  total  allocated.     In  October  1970,  the  program  suffered  a 
35  percent  cut  in  funds,  making  it  necessary  to  reduce  the 
staff  from  27  to  17. 

Clients'   Needs  Served  by  Eldercare 

According  to  a  public  statement  by  the  CAC,  the  objectives 
of  Eldercare  are: 

1.  To  investigate  and  determine  the  needs  of  the  elderly. 

2.  To  find  resources  in  local  agencies  which  can  meet 
these  needs. 

3.  To  provide  health  services,  household  services,  and 
transportation  on  a  priority  of  need  basis  as  a  co- 
ordinated supplementary  service  not  being  met  by 
other  agencies. 

4.  To  make  the  twilight  years  of  the  elderly  more 
enjoyable  through  a  program  of  planned  friendly 
visits  for  those  who  are  confined  to  bed  or  shut- 
in,  and  planned  periods  of  recreation  for  those 
who  have  no  opportunity  to  participate  in  outside 
activities. 

5.  To  provide  employment  for  older  workers  who  have 
little  chance  of  obtaining  employment  through 
normal  channels. 

To  fulfill  the  objectives  indicated,  the  following  ser- 
vices are  provided  by  Eldercare: 
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Home  Help:     These  take  the  form  of  house  cleaning,  laundry 
service,  marketing,  meal  preparation,  transportation  for  routine 
or  emergency  health  care,  transportation  to  receive  or  verify 
welfare  benefits,  and  friendly  visiting. 

Hea 1 th- Re  1  a t ed  Services   (not  available  through  the  Health 
Department):     Dentures  and  dental   corrections;  eye  examinations 
and  provision  of  eye  glasses,   if  indicated;  provision  of  hearing 
aids,  emergency  drugs  and  medical  supplies  including  linen  for 
selected  aged;  payment  for  physical   examinations  for  extreme 
cases;  and  emergency  food  orders  for  the  malnourished. 

Home  Repairs  for  Home  Owners:     Critical   repairs  by  a  CAC 
crew  up  to  a  limit  of  $150  for  materials,  such  as  replacement 
of  rotting  floors,  steps  and  porches;  sidings;  installation  of 
windows  and  bannisters;  replacement  of  steps,  broken  windows, 
and  faulty  doors. 

Help  with  Filing  for  Additional  Benefits :     Assistance  to 
the  elderly  in  filing  for  public  benefits  such  as  Old  Age 
Assistance,  Medicare,  Social  Security,  miner's  pensions, 
veteran's  benefits,  food  stamps,  surplus  food  and  public 
health  services.     Assistance  includes  actual  transportation 
to  the  appropriate  offices  in  the  municipality. 

Miscellaneous  Services :     These  include  an  outreach  to  the 
homebound  sick  by  a  volunteer  minister  one  day  a  week,  with 
transportation  provided  by  Eldercare;  mass  recreational 
programs  during  holidays  and  other  suitable  occasions. 

No  program  providing  regular  meals  is  offered.     From  time 
to  time  covered  dish  meals  are  served  by  the  staff  and  on 
certain  holidays  and  other  special  days  meals  are  prepared 
and  served  to  groups. 
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Implications:     According  to  the  field  representative  of  the 
Southeast  region,  this  SOS  program  is  very  similar  to  several 
other  Eldercare  or  SOS  programs  being  operated  in  that  region. 
However,  the  representative  notes: 

Even,  though  there  is  a  good  working  relationship 
between  the  SOS  staff  and  the  staff  of  both  the  Welfare 
and  Health  Departments,  it  is  obvious  that  the  latter 
two  agencies  are  not  moving  in  the  direction  of 
assuming  their  full   share  of  responsibility  for  the 
care  of  the  elderly.     In  fact,  the  Health  Department 
cut  their  staff  about  the  same  time  the  SOS  program 
staff  was  cut.     (Fowler,  1971,  p.  1.) 

Fowler  recommended  that  steps  be  taken  to  get  these  departments 
and  other  agencies  to  assume  the  responsibility  for  their 
services  now  being  provided  through  the  Eldercare  program. 

As  a  result  of  a  program  evaluation  (Bell,   1970),  an 
attempt  had  been  made  to  develop  a  volunteer  program.  "This 
never  got  off  the  ground,"   reports  Fowler  (1971).  Subsequently, 
he  made  recommendations  on  how  this  might  be  done  effectively. 

A  volunteer  program  does  require  someone,  a  staff 
person  or  volunteer,  who  can  commit  time  to  recruit- 
ments, orientation,  training,  supervision,  identifi- 
cation of  responsibilities  and  tasks,  linking  up  the 
individuals  with  responsibilities  and  tasks,  coordi- 
nation, follow-up  assignments,  etc.  (Fowler,  1971, 
p.  2 

SOURCE:   Fowler,  T.     The  Status  of  the  SOS  Program  Being  Imple- 
mented by  the  Walker-Winston  CAA,  Jasper,  Alabama. 
Mimeograph,  April   23,  1971   (2  pages). 

Kirschner  Associates,   Inc.     Evaluation  of  Senior  Service 
Opportunities  and  Services  Programs,   Office  of  Economic 
Opportunity,  Contract  No.   B99-49  1  2  ,  Washington,   D.  C, 
February  1970. 

SPONSORING  AGENCY:     Office  of  Economic  Opportunity. 
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MULTIPURPOSE  GERIATRIC  CENTER  CONCEPT  SURVEY  OF  RESIDENTIAL 
SETTINGS  FOR  THE  AGED 


Biometrics  Research  Division 

New  York  State  Department  of  Mental  Hygiene 

New  York,  New  York 

The  purpose  is  to  examine  the  concept  of  a  multipurpose 
geriatric  facility  which  would  serve  as  a  central   resource  for 
a  wide  variety  of  outpatient  services,  such  as  clinical  medical 
care  and  recreational  and  social  activities,  as  well  as  in- 
patient care. 

Interviewing  is  under  way  at  two  homes  for  the  aged  in 
the  New  York  City  area  to  ascertain  attitudes  of  residents, 
staff  members,  and  owners  and  administrators  toward  the  pro- 
vision of  such  a  broad  spectrum  of  services.     Information  will 
be  gathered  from  other  residential   settings  as  the  study  pro- 
gresses, and  the  interview  data  will   be  supplemented  by  field 
observation  and  documentation  concerning  multipurpose  facilities 
for  the  elderly. 

SOURCE:     Booz,  Allen  and  Hamilton 

Survey  of  Long-Term  Care  Research 
December,  1970. 

SPONSORING  AGENCY:   National  Center  for  Health  Services-R&D 
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INTEGRATION  OF  HOME  HEALTH  AND  EXTENDED  CARE  FACILITY  SERVICES 
INTO  A  PREPAID  COMPREHENSIVE  GROUP  PRACTICE  PLAN 


Kaiser-Portland  Health  Plan 
Portland,  Oregon 

The  addition  of  home  care  and  extended  care  facility 
services  to  a  comprehensive  prepaid  group  practice  program,  the 
Kaiser-Portland  Health  Plan,  provided  two  important  new  elements 
to  the  Kaiser  system  of  comprehensive  patient  care. 

The  Public  Health  Service  financed  a  demonstration  project 
which  removed  the  financial   barriers  to  extended  care  facility 
beds  and  provided  for  home  health  services  for  all  members 
of  the  Kaiser  Plan.     The  plan's  goals  were  to: 

1.  determine  the  optimum  use  of  home  care  and  extended 
care  facility  services  in  a  comprehensive  prepaid 
group  practice  plan; 

2.  evaluate  these  services  in  terms  of  their  impact 
on  hospital  utilization  patterns; 

3.  determine  the  costs  of  providing  such  services; 

4.  train  semi  professional   personnel   to  provide  pro- 
fessional  services  commonly  undertaken  by  nurses, 
social  workers,  physical   therapists,  and  occupational 
therapists. 

When  the  three-year  demonstration  project  was  ended,  the 
Kaiser  Plan  incorporated  the  extended  care  facility  and  home 
health  benefits  into  its  prepaid  program,  finding  that  the 
savings  in  hospital   care  made  the  added  cost  minimal   for  the 
new  benefits. 

The  population  served  by  the  project  was  the  membership 
of  the  Oregon  Region  of  the  Kaiser  Foundation  Health  Plan. 
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The  membership  totals  over  100,000  and  represents  15  percent 
of  the  urban  Portland,  Oregon,  population.     Included  in  the 
population  was  a  full   range  of  occupations  and  socio-economic 
groups,  with  8,600  people  over  the  age  of  65  and  6,000  people 
under  an  O.E.O.   Comprehensive  Neighborhood  Health  Center  grant 

Prepaid  benefits  included  comprehensive  coverage  for 
physicians,  hospital   and  ancillary  services.  Outpatient 
services  were  provided  at  a  clinic  in  the  hospital  complex 
and  at  three  outlying  clinics.     Physician  services  were  pro- 
vided by  The  Permanente  Clinic,  a  partnership  of  fulltime 
speci  al i  s ts . 

Both  the  extended  care  facility  and  the  home  care  agency 
were  physically  part  of  the  central   hospital   complex.  The 
two  services  were  rapidly  coordinated  with  each  other  and  with 
the  rest  of  the  medical   care  system.     Conferences  among  the 
various  professionals  involved  in  the  program  were  held 
regularly  to  ensure  a  clear  understanding  of  the  potential  con 
tri but  ions  of  the  various  disciplines  and  to  develop  an  in- 
creasing cross- referral   among  nurses,  physical  therapists, 
social  workers,  and  occupational   therapists.     These  joint  con- 
ferences served  to  make  the  various  professionals  aware  of 
their  responsibilities  for  evaluating  changing  patient  needs 
(Hurtado,   et  al . ,  1969). 

The  integration  of  the  new  programs  into  the  medical  care 
system  was  facilitated  by  the  existence  of  a  group  practice 
of  physicians  operating  within  an  already  established  system. 
Methods  were  developed  that  allowed  patients  to  be  transferred 
between  the  hospital,   the  home  care  service,   the  extended  care 
facility  and  the  outpatient  clinics.     Administrative  and 
clinical   barriers  to  the  free  flow  of  patients  from  acute  hos- 
pital  care  to  the  extended  care  facility,  according  to 
Hurtado  (1969),  have  been  eliminated.     Cases  are  reviewed  afte 
transfers  to  the  extended  care  facility. 
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An  extended  care  facility  of  72  beds  adequately  provided 
total  extended  care  facility  service  to  this  population. 
Evaluation  of  a  prior  experience  with  a  distant  extended  care 
facility  emphasized  the  necessity  for  physical   integration  of 
the  extended  care  facility  with  the  hospital.     (The  previous 
facility,  established  under  Medicare,  provided  custodial  care 
primarily     and  had  little  effect  on  acute  hospital  care 
utilization.) 

Initially,  all   hospital   cases  were  thoroughly  screened  by 
a  project  physician  and  a  hospital  nursing  supervisor  to 
establish  a  pattern  of  appropriate  use  of  the  extended  care 
facility.     From  the  beginning,  an  active  utilization  committee 
was  valuable  in  screening  hospital  patients  for  appropriate 
■transfers.     Ward  nurses  identified  patients  who  no  longer 
needed  acute  hospital   care.     Within  a  few  months  most  transfers 
were  being  spontaneously  made  by  the  attending  physician. 

Despite  the  strong  adherence  to  the  Medicare  definition, 
appropriateness  of  extended  care  facility  use,  and  the  resul- 
tant short  length  of  stay  in  the  extended  care  facility  (10.0 
days),  discharges  from  the  hospital   have  usually  been  to  the 
home.     Seventy-five  percent  of  Medicare  patients  were  dis- 
charged directly  to  the  home.     Approximately  41   percent  of  the 
extended  care  facility  patients  were  admitted  to  home  care 
services  during  the  first  two  years  of  the  program. 

The  personnel   of  the  home  health  agency  consisted  of  a 
part-time  director,  a  nursing  supervisor,  a  social  work  super- 
visor (half-time),  a  physical   therapy  supervisor,  four  nurses, 
and  seven  home  health  aides.     In  addition,  speech  therapy  and 
occupational   therapy  was  provided  to  home  care  patients  through 
contracts  with  other  agencies. 

Home  health  service  appeared  to  have  little  or  no  impact 
on  acute  hospitalization  care  when  an  extended  care  facility 
was  available.  However,  the  cost  of  providing  extended  care 
facilities  and  home  care  benefits  was  relatively  low  when 
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incorporated  into  an  integrated  medical   care  system.     Some  of 
the  added  costs  of  these  services  were  offset  by  savings  in 
acute  hospital  care. 


Implications :     The  described  Kaiser-Portland  Program 
provides  valuable  insights  into  the  development  and  operation 
of  a  successful   health  maintenance  organization  which  renders 
comprehensive  and  continuous  health  services  to  elderly  persons. 

SOURCE:    Hurtado,  A.,  Greenlick,  M. ,  Saward,   E.     The  Organization 
and  Utilization  of  Home-Care  and  Extended-Care  Facility 
Services  in  a  Prepaid  Comprehensive  Group  Practice  Plan 
Medical   Care,  Vol.   VII,  No.   2,  January- February  1969. 

SPONSORING  AGENCY:     Public  Health  Service,  DHEW. 
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DEMONSTRATION  OF  HEALTH  MAINTENANCE  SERVICES  IN  A  PREPAID  GROUP 
HEALTH  PROGRAM 


Kaiser  Community  Health  Foundation 
Cleveland,  Ohio 

The  objective  of  this  project  is  to  demonstrate  and  eval- 
uate the  impact  and  cost  of  a  complex  of  health  maintenance 
services  directed  at  the  problems  of  chronic  illness  and 
organized  in  the  setting  of  a  consumer-sponsored,  comprehensive 
service,  prepaid,  group  practice  program.     The  program  will  be 
conducted  in  the  specially  designed  health  center  of  Kaiser 
Community  Health  Foundation.     All  members  of  the  prepaid  group 
plan  receive  a  thorough  physical  exam  upon  enrolling;  from  this 
exam  and  medical  records,  a  chronic  disease  register  will  be 
established.     It  is  anticipated  that  1000  members  will  meet 
the  criteria  for  this  register.     Five  hundred  persons  with 
existing  or  potential  chronic  disease  and  their  families  will 
be  assigned  to  a  control  group  and  will  continue  to  receive 
the  full  range  of  regular  services  of  the  prepaid  group,  while 
the  study  group  of  500  matched  individuals  and  their  families 
will  receive  those  basic  services  plus  the  health  maintenance 
services.     These  additional  services  —  which  include  public 
health  nursing,  continuous  medical  supervision,  family  health 
conferences,  group  work  with  selected  categories  of  patients, 
special  social  casework  and  organized  home  care--will  be  pro- 
vided to  the  extent  necessary  for  each  family.  Evaluation 
will  be  based  upon  analysis  of  indices  of  health  status, 
utilization,  attitudes  of  members,  and  staff  perceptions  in 
comparison  with  the  control   group.     Financial   studies  will  de- 
termine the  feasibility  of  subsequent  incorporation  of  the  cost 
of  the  special  health  maintenance  services  into  the  premium 
structure  of  the  regular  prepayment  medical   care  plan  of  the 
Founda ti  on . 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal  Year 
1970,  NCHS-R&D. 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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THE  QUEENSBRI DGE  HEALTH  MAINTENANCE  SERVICE  FOR  THE  ELDERLY 


Queensbridge  Houses 
New  York,  New  York 

The  program  was  established  in  1961   under  the  leadership 
of  the  New  York  City  Department  of  Health  in  Queensbridge 
Houses,  one  of  the  oldest  and  largest  federally-aided  public 
housing  projects. 

At  the  outset,  the  Department  of  Health,   in  planning  for 
a  health  and  medical   service  at  the  housing  project,  recog- 
nized the  many  advantages  inherent  in  hospital  affiliation. 
The  Commissioner  of  Hospitals  agreed  to  such  an  affiliation, 
and  designated  the  clinic  at  Queensbridge  as  a  unit  of  Elmhurst 
City  Hospital's  out-patient  department.     The  clinic  is  admin- 
istered and  staffed  by  the  Department  of  Health;  the  full  time 
staff  of  the  clinic  includes  a  public  health  nurse,  a  registered 
nurse,  a  social  work  consultant,  two  public  health  assistants, 
three  clerks,  and  a  messenger;  the  part-time  staff  consists 
of  eight  internists,  a  proctologist,  a  psychiatrist,  a  pod- 
iatrist, an  optometrist,  and  a  p hy s i ci an- i n- ch a rge .  The 
physicians  are  also  members  of  the  hospital  staff. 

Approximately  1,500  of  the  Queensbridge  residents  are  age 
60  or  older;  all   are  eligible  for  free  care  at  the  clinic. 

Prior  to  physical  examination,  the  patient's  weight, 
height,  and  visual   acuity  are  recorded.     Each  patient  is  then 
assigned  to  a  specific  examining  physician  who  becomes  re- 
sponsible for  the  subsequent  medical  management  and  follow-up. 
In  effect,   this  doctor  becomes  the  patient's  family  physician. 
Upon  completion  of  the  examination,  the  physician  indicates 
when  he  wants  to  see  the  patient  again.     In  accordance  with 
individual  needs,  he  may  also  call  for: 

1.  Additional   tests  to  complete  a  diagnosis. 

2.  Consultation  work-up  at  the  hospital  out-patient 
department . 
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3.  Admission  to  in-patient  services  at  Elmhurst 
C  i  ty  Hospital. 

4.  Services  of  the  psychiatrist,  nutritionist,  podia- 
trist, or  optometrist. 

Medical   referral  may  be  merely  to  the  follow-up  clinic 
session  held  weekly  at  the  Queensbridge  facility.  Because 
the  facility  is  a  branch  clinic  of  the  hospital's  out-patient 
department,  these  follow-up  sessions  can  provide  simple  forms 
of  therapy  prescribed  by  the  Queensbridge  medical   staff,  the 
Elmhurst  City  Hospital  in-patient  service,  or  by  a  specialty 
clinic  of  the  hospital.     Medications  are  dispensed  at  Queens- 
bridge through  a  small  pharmacy  the  hospital  has  established. 

The  public  health  nurse  has  a  many-faceted  role  which 
includes  patient  education.     In  addition  to  dispensing  drugs 
prescribed  by  the  physician,  she  makes  certain  the  patient 
understands  the  services  available  to  him,  further  assesses 
the  patient's  needs,  interprets  and  reinforces  the  physician's 
recommendations,  arranges  for  referrals  and  further  tests 
specified  by  the  physician,  and  assures  the  patient  of  the 
physician's  availability. 

At  the  start  of  the  program,  mental  health  services  were 
minimal,  consisting  of  a  biweekly  visit  by  a  psychiatric  social 
worker  assigned  by  the  Jewish  Community  Service  of  Queens. 
Referrals  of  patients  to  this  service  were  made  by  the 
physician,  the  public  health  nurse,  or  the  social  worker.  Two 
years  later,  a  major  step  in  expansion  of  mental   health  services 
was  taken  through  the  appointment  of  a  psychiatrist  who  serves 
two  half-days  a  week.     The  psychiatrist  provides  consultation 
to  other  staff  members,  provides  patient  evaluation  upon  re- 
quest, visits  institutionalized  clinic  patients,  and  conducts 
weekly  group  sessions  for  selected  individuals. 

Podiatry  services  have  been  in  great  demand.     Priority  for 
podiatry  goes  to  diabetics  and  persons  with  peripheral 
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vascular  disease.     With  treatment,  many  persons  who  had  under- 
gone many  months  or  years  of  enforced  inactivity  because  of 
painful  feet  have  been  restored  to  full  ambulation.     The  once- 
a-week  session  was  increased  to  two  in  May  1963,  and  to  three 
in  May  1965. 

The  optometrist,  who  has  two  sessions  weekly,  receives 
referrals  from  the  medical  staff.     In  addition,  any  patient 
who  wears  glasses  constantly  is  examined  routinely.  All 
pathological   conditions  requiring  attention  are  referred  to 
the  City  Hospital   Eye  Clinic  for  diagnosis  and  treatment.  The 
Long  Island  City  chapter  of  the  Lions  Club  subsidizes  the 
purchase  of  eyeglasses  for  those  who  cannot  afford  them  and 
are  ineligible  to  receive  them  through  other  sources. 

The  Home  Aide  Service  was  conceived  as  part  of  the  total 
health  maintenance  program.     It  is  used  to  tide  a  patient  over 
a  temporary  difficulty  or  critical   period;  its  major  objective 
is  to  avoid  the  need  for  institutionalization.     Screening  of 
applicants,  hiring,  training  and  supervision  of  the  home  aides 
has  been  the  responsibility  of  the  social  work  consultant. 

Opportunities  for  work  in  a  sheltered  workshop  were  pro- 
vided as  a  result  of  arrangements  with  the  Bird  S.  Coler 
Memorial  Hospital  Home,  a  municipal   institution  affiliated 
with  New  York  Medical   College  which  provides  long-term  care 
and  special   services  for  the  chronically  ill.     The  sheltered 
workshop  operated  by  this  institution  is  a  short  bus  ride  from 
the  housing  project.     For  the  individual   participating  in  the 
workshop  project,  it  provides  an  opportunity  for  constructive 
activity  and  additional   income;  for  the  hospital   and  its 
related  medical   school,  it  offers  an  opportunity  to  study  the 
work- cent ered  problems  of  older  persons;  for  the  sheltered 
workshop,  it  offers  the  ability  tc  meet,  through  use  of  a 
common  program,  the  often  differing  needs  of  hospital  patients 
and  community  residents. 
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Impl i  cations :     Unfortunately,  no  evaluation  study  of  the 
project  was  found.     However,   if  replication  is  a  sign  of 
success,  the  Queensbridge  project  has  been  successful.  Today 
there  are  five  more  programs,  such  as  the  one  described,  in 
other  housing  projects  in  New  York  City.     Sheltered  workshops 
and  preventive  health  care  to  the  aged  appear  to  be  the  key 
elements  provided  by  the  Queensbridge  Health  Maintenance  Project. 

SOURCE:     Chinn,  R .   (Ed.)     Working  with  Older  People.     A  Guide 
to  Practice,   Vol.    1:     The  Practitioner  and  the 
Elderly,  U.S.   Department  of  Health,  Education,  and 
Welfare,  Public  Health  Service.     Washington,  D.  C, 
1  970  ,  Chapter  VI  ,  pp.  32-54. 

SPONSORING  AGENCY:     New  York  City  Department  of  Health. 
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IMPROVING  PARTIAL  HOSPITALIZATION 


Syracuse  Psychiatric  Hospital 
Syracuse,  New  York 

The  goal  of  this  project  is  to  further  increase  partial 
hospitalization  services,  utilizing  a  team  based,  unitized 
service  delivery  system  with  particular  emphasis  on  geriatric 
partial  hospitalization  both  at  the  hospital  and  at  satellite 
uni ts associ ated  with  the  hospital. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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NURSING  WITH  CHRONICALLY   ILL  PSYCHIATRIC  OUTPATIENTS 


Yale  University 
School  of  Nursing' 
New  Haven,  Connecticut 

This  project's  hypothesis  is  that  chronically  ill,  low 
socio-economic  class  patients  who  are  provided  with  action- 
oriented  services  dealing  explicitly  with  their  perceived  needs 
will  have  a  lower  rehospi tal i zati on  rate,  less  symp tomol ogy , 
higher  occupational   ratings,  higher  socialization  ratings  and 
less  treatment  "drop-out"  than  similar  patients  who  have  not 
had  such  services.     The  exploratory  project  will   serve  as  a 
pilot  study  for  more  extensive  evaluation  studies  in  the  area 
of  nursing  with  such  psychiatric  outpatients.     The  totally 
nurse-run  outpatient  service  described  in  this  proposal  is 
said  to  be  unique. 

The  major  goal   of  the  proposed  study  is  to  institute  and 
evaluate  a  new  type  of  nursing  practice  with  chronically  ill 
psychiatric  outpatients  from  lower  socio-economic  groups.  The 
study,  which  will   be  conducted  at  a  community  mental  health 
C e n t e r 3  will   have  four  phases.     Phase  one  will   involve  home 
interviews  to  discover  what  these  outpatients  percieve  as  their 
major  problems  and  needs  to  evaluate  their  general  status. 
Phase  two  will   involve  analysis  of  data  obtained  in  phase  one, 
the  random  assignment  of  patients  to  either  experimental  therapy 
groups  structured  to  meet  patients'   perceived  needs  or  control 
therapy  groups  structured  more  traditionally  to  focus  on  a 
variety  of  issues  including  intra-group  communication.  Groups 
will   then  meet  for  one  year.     Experimental   groups  will  be 
action-oriented  and  goa 1 -d i rec ted  ;  control  groups  will  follow 
the  model   currently  used  and  be  non-goal   directed  and  more 
"talk"  focused.     All   groups  will   be  led  by  nursing  staff. 
Phase  three  will   involve  re-evaluation  of  all   patients  in 
relation  to  certain  standard  criteria  for  mental  health 
"improvement,"  as  well  as  re- i nterv i ews  to  assess  consumer 
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satisfaction  with  the  services  offered.  Phase  four  will  in- 
volve analysis  of  the  data  from  phase  three  with  comparisons 
of  the  control  and  experimental  groups. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:    National   Institute  of  Health. 
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THE  MOUNTAINEER  FAMILY  HEALTH  PLAN 


Raleigh  County,  West  Virginia 

The  Mountaineer  Family  Health  Plan  and  similar  systems  in 
Maine,  Florida,  Alabama,  and  California,  represent  signifi- 
cant innovations  for  the  delivery  of  health  care  in  rural 
areas  (Fannon,  1971).     According  to  the  U.S.  Public  Health 
Service  (1971),  the  Mountaineer  Plan  is  the  largest  of  the 
rural  comprehensive  health  care  systems  presently  in  operation. 
The  Office  of  Economic  Opportunity  started  the  project  four 
years  ago.     The  aim  was  to  provide  complete  health  care  at  no 
charge  to  residents  of  Raleigh  County,  West  Virginia,  whose 
annual  incomes  were  below  official  poverty  levels.  Five 
thousand  two  hundred  families  with  over  15,000  persons  (one- 
fifth  of  the  county  population)  were  eligible  and  enrolled  in 
the  plan. 

The  program  was  based  at  a  clinic  adjacent  to  the  Appa- 
lachian Regional  Hospital  at  Beckley.     The  medical  staff  con- 
sists of  five  physicians,  three  internists,  and  two  pedia- 
tricians who  are  foreign  medical  school  graduates  working  under 
temporary  state  licenses  and  two  dentists.     On  an  average  day 
the  physicians  see  100  to  150  patients  and  the  dentists  about 
30.     Nearly  all  the  patients  reach  the  clinic  in  ambulances 
that  make  daily  runs  between  Beckley  and  its  mountainous 
hinterlands. 

Seven  satellite  clinics  are  the  plan's  "outreach"  ter- 
minals.    Teams  of  health  workers--a  registered  nurse,  aides, 
drivers  and  environmental   health  workers  who  help  build  sani- 
tary privies  and  test  water  supplies-- work  out  of  the  satellite 
stations  and  keep  in  touch  with  even  the  most  isolated  families. 

The  described  innovative  system  is  the  only  available  one, 
according  to  Dr.   Robert  Nolan,  Chairman  of  West  Virginia  Uni- 
versity's Division  of  Public  Health  and  Preventive  Medicine. 
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He  says,  "solo  practice  is  not  the  answer  to  problems  in  rural 
areas"   (1971,  p.   32).     The  solution  lies  in  regional  health 
care  plans,  stressing  preventive  medicine,  and  practiced  by 
groups  of  physicians  based  at  a  central   clinic  with  an  out- 
reach effort  to  bring  patients  from  remote  areas. 

The  Mountaineer  Family  Health  Plan  somewhat  resembles 
Dr.  Nolan's  "ideal"  system.     However,  the  number  of  physicians 
is  inadequate,  only  one  per  3,000  persons.     This  is  far  from 
the  usual   rate  of  one  physician  for  750  patients. 

The  plan  also  is  facing  serious  financial  difficulties. 
Mountaineer  has  been  nurtured  by  Federal   subsidies.     After  OEO's 
initial  support  ceased,  HEW  has  been  financing  almost  its  whole 
budget  with  a  $2.1  million  grant.     HEW  indicates  it  does  not 
plan  to  support  the  project  indefinitely,  and  Dr.  Cornwell, 
the  Mountaineer  Plan's  medical  director,  has  been  told  that 
its  survival  depends  on  its  progress  toward  "self-sufficiency." 
The  plan  has  just  adopted  a  sliding  fee  schedule  under  which 
clients  currently  registered  will  have  to  pay  15  percent  of 
their  bills.     Dr.   Cornwell  says  that  the  long-range  aim  is  to 
transform  the  plan  from  a  poverty  project  to  a  broader-based 
plan  open  to  any  county  resident.     Meanwhile,  the  budget 
squeeze  is  limiting  the  number  of  enrollees  who  are  eligible 
for  its  services,  and  plans  for  some  new  activities,  such  as 
a  mobile  dental   unit,  are  being  dropped.     The  only  feasible 
solution  is  a  massive  Federal   rescue  effort,  according  to  most 
rural  health  authorities.     Dr.   L.  J.  Snyder,  chairman  of  the 
American  Medical  Association  Commission  on  Rural  Health  says, 
"If  there  is  to  be  any  wide-spread  improvement  in  today's 
dismal   rural  health  scene,  there  will  need  to  be  large  ex- 
penditures of  honest  human  energies  and  a  large  infusion  of 
public  funds."  (Gannon,   1971,  p.  32-) 

Imp! i  cati  ons :     The  Mountaineer  Family  Health  Plan  seems  to 
be  operating  reasonably  well  in  a  rural  area  of  West  Virginia. 
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This  plan  could  be  adopted  and  modified  to  deal  with  the 

health  problems  and  needs  of  isolated  elderly  rural  populations. 


SOURCE:     Gannon,  J.   P.     Missing  MD's,  Rural  Health  Care  Worsens 

as  Doctors  Retire,  Move  to  Cities,  Wal 1  Street  Journal  , 
October  27,  1971,  pages  1   and  3?. 

SPONSORING  AGENCY:     0E0  and  Public  Health  Service. 
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A  REMOTE  AREA  HEALTH  SERVICES  RESEARCH  DEMONSTRATION  AND 
EVALUATION  PROJECT 


New  Mexico  State  University,  Physical  Science  Laboratory 
Las  Cruces,  New  Mexico 

The  objectives  of  this  project  are  to  design  an  innovative 
health  program  to  fit  the  cultural   characteristics  of  the  popu- 
lation of  Southwest  New  Mexico  and  to  develop  criteria  and 
methods  to  evaluate  its  operations.     Preliminary  studies  will 
determine  the  availability  and  accessibility  of  health  person- 
nel and  facilities.     Characteristics  of  the  population  to  be 
studied  include:     (1)  demography  and  ecology,   (2)  health- 
related  attitudes,   (3)  availability  of  financial   support,  and 
(4)  critical  health  problems  as  related  to  social   class  and 
age  groups.     Innovation  in  health  programs  will  consider: 
(1)  developing  new  relationships  among  categories  of  health 
personnel   in  the  medical   team  and  drawing  upon  other  persons, 
especially  Spanish  speaking  persons,  not  presently  in  the 
programs;  and  (2)  application  of  new  technology  (remote  T.V., 
etc.)   to  meet  health  needs  of  persons  in  isolated  areas. 
Transportation  problems  will   be  approached  as  well.  Plans 
for  the  training  and  continuing  education  of  family  physicians 
and  paramedical  personnel  will   be  developed,  and  health  edu- 
cation programs  for  the  population  served  are  planned.  Legal 
aspects  of  the  health  organization,  in  general,  and  of  inno- 
vations of  this  study,  in  particular,  are  to  be  studied. 
Methodology  for  evaluating  both  the  operation  and  impact  of 
the  services  on  the  community  will  be  developed. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1970,  NCHS-R&D. 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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COMMUNITY  BASED  PRIMARY  HEALTH  CARE 


Presbyterian-University  Hospital 
Pittsburgh,  Pennsylvania 

The  objective  is  to  demonstrate,  as  an  alternative  way 
of  organizing  and  delivering  health  services,  that  it  is 
possible  to  create  a  simple  health  and  social   delivery  team 
to  serve  a  definite  population  and  that  this  team  can  be  tied 
to  a  medical  school  hospital  complex.     More  specifically  the 
aims  are:     (1)  to  describe  the  health  needs,  demands,  and 
health  care  utilization  of  a  defined  low-income  urban  adult 
population;   (2)  to  determine  the  part  of  the  system  in  which 
specific  health  problems  can  be  managed  most  suitably  from 
the  standpoints  of  quality  of  care,  patient  convenience  and 
satisfaction,  and  economy;  and  (3)  to  develop  an  academic  pro- 
gram which  can  be  used  for  teaching  and  research  in  health 
care  by  the  School  of  Medicine  and  other  schools  of  the  health 
professions.     A  system  consisting  of  a  community-based  primary 
health  care  unit  integrated  with  and  linked  to  a  large  general 
hospital  by  a  small   team  made  up  of  a  physician,  nurse,  social 
worker,  a  public  health  nurse,  and  a  community  health  aide 
(called  a  "health  expediter")  will  be  the  source  of  primary 
health  care  for  a  potential  population  of  about  3,000  low 
income  adults,  sixteen  years  of  age  or  older.     This  target 
population  is  located  in  one  of  two  contiguous  public  housing 
projects  next  to  the  university  medical  center;  the  occupants 
of  the  second  housing  project  are  to  be  used  as  a  control 
group.     At  the  time  of  enrollment  in  the  program,  all  patients 
will  be  given  a  complete  health  assessment  on  which  an  appro- 
priate health  care  plan  will  be  based.     The  social  worker  will 
assist  the  nurse  and  physician  in  identifying  the  social  pro- 
blems of  the  families  in  the  neighborhood  and  in  using  both 
Health  Center  and  community  resources  to  help  meet  these  ex- 
pected large  number  of  problems.     Emergency  services  will  be 
available,  and  home  care  will  be  provided  where  thought 
advisable.     Plans  are  also  being  developed  for  residents  to 
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receive  dental  services.     For  purposes  of  evaluation  and  re- 
appraisal, possible  household  interviews  in  both  housing  pro- 
jects will  be  made  in  order  to  assess  utilization. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1970,  NCHS-R&D 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 


> 
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HEALTH  MAINTENANCE  PROGRAM  (OUTPATIENT  SCREENING) 


Brookdale  Hospital  Center 
Brooklyn,  New  York 

A  hospi tal -based  Adult  Health  Maintenance  Program  is  to  be 
developed  for  a  high-risk  adult  population  with  different 
medical  patterns  and  with  wide  variations  in  ethnic,  cultural, 
social,  and  economic  characteristics.     The  community  health 
application  of  the  program  in  this  setting  is  to  be  tested 
and  evaluated.     A  multiphasic  screening  unit  will  be  utilized 
in  the  study.     The  goals  of  the  program  are:     (1)  measurement 
of  the  impact  of  diagnosis  and  intervention  on  the  course  of 
chronic  disease;  and  (2)  definition  of  "normal"  values  for  the 
several  parameters  of  disease. 

Studies  of  the  program  will  attempt  to  evaluate:     (1)  con- 
sumers'  acceptance  of  the  program;   (2)  physician  attitudes  and 
acceptance;   (3)  motivational  methods  for  reaching  poverty 
groups;   (4)  physicians'   diagnoses  of  automated  multiphasic 
health  screenees;   (5)  evaluation  of  screening  design  and  in- 
strumentation; ar.d  (6)  development  of  mental  health  screening 
techni  ques . 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SP0NS0RIN(   AGENCY:     National   Center  for  Health  Services-R&D 
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THE  GERIATRIC  DAY  CARE  CENTER 


Philadelphia  Geriatric  Center  and  the  Community  Mental  Health 
Center,  Philadelphia,  Pennsylvania. 

Plans  are  underway  for  a  geriatric  Day  Care  Center,  to  be 
located  in  the  Northeastern  part  of  the  City  of  Philadelphia, 
where  large  numbers  of  elderly  persons  live.     The  Day  Care 
Center  will  serve  40  mentally  impaired  and  mentally  retarded 
aged  persons  per  day,  concentrating  on  those  who  are  not  in 
need  of  care  in  acute  general  or  psychiatric  hospitals. 

The  Center  will  provide  service  to  those  elderly  indivi- 
duals who  have  been  discharged  from  mental   institutions,  those 
who  now  are  receiving  community  based  out-patient  services,  as 
well  as  those  who  are  living  in  the  community  and  have  not 
previously  used  mental  health  services.     The  staff  at 
Philadelphia  Geriatric  Center,  involved  in  the  planning  of  the 
Day  Care  Center,  anticipate  that  the  care  and  treatment  re- 
ceived by  the  patients  will   reduce  repeated  admissions  to 
psychiatric  facilities.     In  order  to  avoid  the  problems  ex- 
perienced by  other  out-patient  services  to  the  elderly,  such 
as  health  centers,  hospital  out-patient  clinics,  recreation 
centers,  and  social  agencies,  patients  will   be  picked  up  at 
their  homes  in  the  morning  and  returned  at  the  end  of  the  day. 

Patients  participating  in  the  Geriatric  Day  Care  Center 
Program  will  be  provided  with  a  wide  range  of  therapeutic 
activities,  five  days  a  week.     Some  of  the  activities  planned 
include: 

Medical   and  psychiatric  evaluation  and  treatment. 

Emergency  medical  care,  through  arrangement  with 
a  nearby  hospital. 

Rehabilitation  and  re-training  services  to  aid  the 
patients  in  improved  self-care  and  performance  of 
simple  tasks  required  for  continued  community  living. 
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Nursing  care. 


Physiotherapy  to  improve  mobility. 

Individual  and  group  psychiatric  social  work  services 
for  both  patients  and  family  members. 

Recreational  and  occupational  therapy. 

Sheltered  workshop. 

Recreational  activities  to  improve  social  behavior 
and  re-establish  impaired  abilities  to  communicate. 
As  the  Geriatric  Day  Care  Center  Program  progresses, 
new  services  will  be  added  and  those  that  prove 
ineffective  will  be  dropped. 


SOURCE:     Mental  Health  Care  and  the  Elderly:  Shortcomings 
in  Public  Policy. 

A  Report  by  the  Special  Committee  on  Aging 
United  States  Senate 
November  8,  1971 


SPONSORING  AGENCY:    National   Institute  of  Mental  Health 
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SHELTER 
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THE  CASTLE  SQUARE  HOUSING  DEVELOPMENT 


Boston,  Massachusetts 

The  Castle  Square  Housing  Development  for  the  elderly  is 
an  example  of  multi-agency  involvement  in  the  delivery  of 
services  to  an  aged,  non- i ns t i tu ti onal i zed  population.  This 
Boston  Housing  Authority  Development  is  located  in  the  south 
end  of  Boston,  and  consists  of  two  seven-story  buildings  known 
as  the  Eva  Whiting  White  Homes,  and  private  housing  for  families 
and  individuals.     The  Castle  Square  services  project  was 
initiated  before  construction  was  completed. 

In  1966,  the  United  South  End  Settlements  called  a  meeting 
with  the  Housing  Authority  and  a  number  of  community  social 
and  health  agencies  to  plan  a  service  delivery  system  model 
that  would  provide  coordinated,  comprehensive  and  continuous 
supportive  services  to  the  residents.     Since  no  pulbic  funds 
were  available,  the  participating  agencies  agreed  to  absorb 
the  costs. 

In  April   1968,  when  the  housing  was  opened  for  occupancy, 
only  a  few  services  were  available.     The  Settlements  provided 
a  part-time  recreation  worker  and  staff  to  coordinate  the  pro- 
ject and  develop  group  and  community  programs.     The  Family 
Service  Association  of  Greater  Boston  provided  a  fulltime 
social  work  assistant  and  the  Boston  University  School  of 
Social  Work  provided  graduate  students  who  were  doing  field 
work.     The  Visiting  Nurses  Association  of  Boston  assigned  a 
part-time  nurse  to  start  developing  the  health  service  component. 

During  the  first  two  years,  the  major  gap  in  project 
services  was  a  fully  developed  medical   service.     In  the  spring 
of  1970,  the  Boston  University  School  of  Medicine  offered 
health  screening  services  to  residents  in  public  housing  and 
those  persons  in  private  housing  who  already  were  participating 
in  the  program.     Approximately  50  percent  responded  and  the 
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services  resulted  in  further  preventive  or  corrective  treatment 
plus  follow-up  observation.     A  clinic,  operating  on  a  half-day- 
a-week  basis,  is  now  available  to  all  elderly  residents  in 
either  housing  sector.     The  visiting  nurse,  social  worker  and 
physician  work  as  a  team  in  prevention  and  treatment  of  health 
prob 1  ems . 

The  visiting  nurse  provides  health  care  to  patients  in  the 
project  who  are  part  of  her  regular  case  load.     She  also 
screens  patients  who  are  to  see  the  doctor  and  assists  him 
during  clinic  hours. 

The  social  worker  has  an  active  case  load  of  approximately 
50  percent  of  the  125  elderly  residents  in  public  housing  and 
10  percent  of  the  100  in  private  housing.     Probably  less  than 
half  of  them  would  be  receiving  assistance  if  she  were  not 
there.     She  provides  necessary  supportive  services  to  enable 
the  residents  to  function  better,  maintain  themselves,  or  cope 
with  a  difficult  situation.     The  major  thrust  has  been  crisis 
intervention,  with  most  situations  containing  either  a  physical 
or  mental  health  problem  or  both. 

Efforts  are  now  being  made  to  provide  dental   and  psychia- 
tric services;  a  local  pharmacist  is  picking  up  and  delivering 
perscriptions. 

The  Companions  Unlimited  Program  of  the  Women's  Education 
and  Industrial  Union  accepts  referrals  of  residents  who  need 
a  "friend"  and  twice  a  month  provides  transportation  to  pick 
up  and  deliver  surplus  food  items. 

The  Resident  Council  meets  once  a  month  to  deal  with 
issues  of  concern  to  the  residents,  such  as  safety  and  security 
The  community  room  is  open  daily  under  the  supervision  of  an 
elderly  resident  who  is  paid  a  nominal   salary  by  the  Massa- 
chusetts Commonwealth  Service  Corps.     Health  information  pro- 
grams, nutrition  demonstrations,  crafts,  music,  movies,  socials 
and  programs  for  special  occasions,  including  dinners  and 
parties,  are  among  the  activities. 
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The  Coordinator  arranges  for  conferences  and  meetings 
between  project  staff  or  residents  and  community  agencies. 
She  also  serves  as  staff  and  liaison  person  to  the  Policy 
Board. 

The  Policy  Board,  composed  of  board  members  or  executives 
of  the  participating  agencies,  meets  regularly  to  review  the 
projects.     Initially,  attempts  to  involve  the  residents  were 
not  successful.     The  residents  felt  that,  as  part  of  the  Board, 
they  would  be  in  an  authoritative  position  which  might  estrange 
them  from  other  residents.     However,  they  finally  agreed  to 
participate  in  groups  of  two  or  three  on  a  rotating  basis. 

Now  in  its  third  year  of  operation,  the  project  is  under- 
going research  and  evaluation  by  the  United  Community  Services 
of  Metropolitan  Boston. 

Imp! i  ca ti  ons  :     The  advantages  and  disadvantages  of  the 
multi-agency  involvement  approach  developed  at  the  Castle 
Square  Housing  Development  are  worth  investigating.     The  parti- 
cipation of  the  elderly  residents  on  the  Policy  Board  is  an 
innovative  feature  that  requires  further  study.     The  initial 
problems  faced,  as  well  as  the  actual  approach  used  in  the 
involvement  of  the  elderly  "consumer,"  are  of  particular 
i  nteres  t . 

SOURCE:     Model  Services  System  Developed  in  Boston  Housing 
for  the  Elderly,  Aging,  June  1971,  pp.  10-11. 

SPONSORING  AGENCY:     Local  Public  Agencies. 
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INTERMEDIATE  HOUSING  PROJECT 


Philadelphia  Geriatric  Center 
Philadelphia,  Pennsylvania 

The  Intermediate  Housing  Project  is  an  endeavor  to  develop 
and  determine  the  impact  of  a  relatively  protective  living 
arrangement  for  the  elderly  who  are  able  to  be  fairly  self- 
sufficient  if  given  such  shelter.     This  effort  stems  from  six 
years  of  pilot  work  in  similar  living  arrangements  at  the 
Philadelphia  Geriatric  Center.     From  that  experience,  several 
important  elements  of  such  housing  emerged.     Continued  in- 
teraction between  age  groups  was  thought  desirable.  The 
independent  functioning  of  the  elderly  should  be  preserved  to 
the  extent  possible.     The  aged  should  be  in  easy  reach  of 
services  which  should  be  tailored  to  the  individual  !  s  needs. 
A  balance  between  protection  and  heterogeneity  or  social  space 
and  privacy  is  desirable.     Programs  are  needed  that  help  the 
elderly  decide  where  and  how  to  live  without  financial  loss. 
Finally,  assessment  methods  should  be  devised  to  facilitate 
the  matching  of  services  to  needs. 

The  current  housing  model   under  study  is  comprised  of 
eight  dwellings  located  on  the  same  street.     Each  unit  is  a 
renovated  house  in  which  three  apartments  for  individuals  or 
couples  are  constructed.     Each  apartment  contains  a  bedroom, 
bath,  and  kitchen;  a  living  room  will   be  shared  by  the  unit 
occupants.     Architectural  barriers  are  being  eliminated  to 
promote  physical   access  and  mobility  in  the  facilities. 

HUD  is  providing  rent  subsidies  for  20  percent  of  the 
units.     Rental   fees  include  utilities,  maintenance  of  buildings 
and  interiors,  janitorial   service,  furniture  when  necessary,  a 
telephone  "hot-line"  to  the  Center  hospital   for  medical 
emergencies,  and  social  services  provided  as  needed.  Optional 
are  house  cleaning,  linen  service,  and  daily  delivered  frozen 
main  meals,  at  additional  cost.     The  tenants  are  encouraged  to 
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maintain  or  establish  relationships  with  local  physicians. 
The  Center  offers  services  to  supplement  available  ones  and 
will  coordinate,  but  not  duplicate,  community  agency  services 
and  resources. 

Salient  features  of  the  project  are  its  use  of  small  unit 
existing  dwellings  in  an  age- i n tegra ted  community,  near  age- 
segregated  housing  operated  by  the  Center,  with  easy  access  to 
medical  services,  religious  facilities,  shopping  and  trans- 
portation.    Prospective  tenants  were  screened  and  evaluated 
by  interviewing  and  by  social  and  medical  evaluation.  The 
basic  requirements  for  eligibility  were  ability  to  function 
without  constant  nursing  or  medical  supervision,  and  ability 
to  function  adequately  in  the  physical  facilities. 

The  impact  of  the  intermediate  housing  is  to  be  evaluated 
by  comparing  27  persons  (the  experimental  group)  living  in  the 
units  with  a  control  group  currently  living  in  unsatisfacto ry 
arrangements  and  who  have  requested  relocation.     The  main  re- 
search objectives  include:     "To  compare  the  experimental  and 
the  control  groups  of  older  people  with  respect  to  the  effect 
of  the  different  types  of  living  arrangements  to  which  they 
move  (or  in  which  they  remain)  on  their  health,  morals, 
socialization  with  family  and  friends,  use  of  time,  satisfaction, 
functioning  capacity,  and  general  well-being."     (Brody,  1970). 
Focus  will  be  on  systematic  evaluation  of  the  study  population 
as  they  functioned  in  prior  living  arrangements,  as  they  function 
subsequently  to  the  move  in  their  new  shelter.     Also,  guidelines 
for  future  programs  and  relative  cost  benefits  of  shelter  and 
service  aspects  will  be  determined.     Though  the  research  findings 
are  not  yet  completed,  a  few  early  implications  have  emerged. 
The  lack  of  uniformity  in  eligibility  criteria  and  regulations 
of  the  Federal,  State,  and  local   governments  is  a  significant 
problem;  their  coordination  would  greatly  facilitate  such  pro- 
jects in  Intermediate  Housing.     Also,  the  access  and  proximity 
of  the  auspicing  agency,   in  this  case  the  Center,  and  supportive 
services  to  the  service  population  seems  critical   to  the 
undertaking. 
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Preliminary  data  provide  a  demographic  and  circumstantial 
picture  of  the  elderly  who  have  applied  for  Intermediate  Housing. 
The  median  age  was  72  years  old,  with  78  percent  of  the  appli- 
cants women.     Half  were  widowed  and  a  fourth  never  married.  A 
fourth  were  currently  receiving  public  assistance,  that  is, 
$138  monthly  or  less.     Four ty -five  percent  of  the  elderly  appli- 
cants received  more  than  $138,  but  no  more  than  $250  a  month. 
Ten  percent  were  still  employed.     Almost  half  were  referred  by 
social  agencies,  thirty-five  percent  by  self  or  family,  and 
the  remainder  were  referred  by  current  Center  residents.  Eighty- 
five  percent  resided  in  their  own  apartments  or  homes;  the  rest 
boarded  with  children  or  relatives  or  in  a  hotel. 

The  applicants,  who  on  the  average  were  seven  years  younger 
than  those  applying  to  the  Center  institution,  gave  several 
reasons  for  wanting  to  relocate.     Half  were  motivated  by  the 
threat  of  the  high  crime  in  their  neighborhoods.     The  second 
most  frequent  reason  was  the  desire  to  have  greater  contact 
with  people  and  to  be  closer  to  services.     Other  factors  in- 
cluded isolation  in  neighborhoods  composed  of  alien  ethnic 
groups,  deteriorating  housing,  financial   considerations,  death 
or  relationship  difficulty  with  family  member,  and  uncomfort- 
able boarding  arrangements. 

SOURCE:    Brody,  E.     Intermediate  Housing  for  the  Elderly. 
Preliminary  Report,  September,  1971. 

SPONSORING  AGENCY:     Housing  and  Urban  Development  and  National 

Institute  of  Mental  Health. 
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KISSENA  APARTMENTS 


United  Help,  Inc.   and  Selfhelp  Community  Services 
New  York,  New  York 

The  Kissena  Apartments,  a  12-story  building  with  134 
apartments  in  Flushing,  New  York,  constructed  and  operated  by 
United  Help,   Inc.,  with  services  provided  by  Selfhelp  Community 
Services,  is  an  example  of  an  apartment  house  arrangement 
integrating  residents  of  all  ages. 

Rents  were  inexpensive  when  the  building  was  opened  in 
June  1964;  after  two  increases,  they  are  still   lower  than  in 
comparable  commercial  buildings.     The  plan  for  Kissena  Apart- 
ments provided  for  a  senior  center  which  was  to  be  operated  by 
the  YM-YWHA  of  Greater  Flushing,  a  branch  of  the  Associated 
YM-YWHAs  of  Greater  New  York.     The  tenant  is  encouraged  to 
become  an  active  member  of  his  community  and  to  be  concerned 
with  the  problems  of  his  neighborhood.     He  can  participate  in 
any  of  the  activities  of  the  Flushing  Community  Center  which 
serves  all  ages.     If  he  prefers,  he  can  limit  his  activities 
to  senior  center  programs  or  he  can  volunteer  for  political 
activities  or  civic  programs. 

Tenants  have  a  two-year  lease;  those  who  cannot  pay  the 
full  rent  are  subsidized  by  United  Help,   Inc.     If  they  are 
recipients  of  public  assistance,  the  Department  of  Public 
Welfare  provides  the  rent.     A  cafeteria  serves  lunches  and 
dinners  at  reasonable  prices  for  tenants  who  do  not  wish  to 
do  their  own  cooking.     Less  than  30  of  about  200  tenants  are 
regular  guests  of  the  cafeteria;  the  large  majority  prefer  to 
prepare  their  own  meals.     A  Selfhelp  social  worker  is  available 
eight  hours  a  week  and  more  when  needed.     The  agency  provides 
homemaker  service  for  tenants  who,  because  of  illness  or  for 
other  reasons,  temporarily  need  personal   care  and  assistance 
in  household  management. 
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The  tenants  have  set  up  a  committee  which  looks  after  the 
sick  whether  they  are  in  their  apartments  or  in  a  hospital. 
Ill  tenants  have  been  placed,  for  a  limited  period  of  time, 
in  nursing  or  convalescent  homes.     Selfhelp  will  help  work 
out  arrangements  with  tenants  and/or  their  families  for  per- 
manent transfer  to  a  home  for  the  aged  or  a  hospital  for  the 
chronically  ill   if  it  is  indicated.     In  the  5  1/2  years  of  its 
existence,  Kissena  Apartments  has  had  only  one  tenant  who 
entered  a  home  for  the  aged.     The  dealth  rate  has  been  aston- 
ishingly low  considering  the  average  age  of  the  tenants  which 
is  now  between  74  and  75--about  four  percent  a  year. 

Tenants  and  agency  think  that  Kissena  Apartments  can  be 
called  a  successful  venture.     Not  one  tenant  has  moved  out 
on  his  own  accord.     A  tenants  council,  elected  annually, 
represents  the  tenants  in  dealings  with  each  other  and  with 
the  agency.     Each  floor  elects  its  floor  chairman  whose  major 
function  is  to  ascertain  each  morning  whether  all   tenants  on 
his  floor  are  in  good  health,  and   if  not,  to  see  to  it  that 
medical  advice  is  sought.     In  this  way  the  agency  is  constantly 
kept  informed  about  the  health  of  the  tenants.     "This  system 
of  self-government  has  worked  out  well  and  has  been  of  great 
assistance  to  the  administration."     (Hertz,  1971.) 

Kissena  II  is  now  open.     It  is  a  19-story  building  with 
288  apartments  for  360  elderly  persons  and  is  within  walking 
distance  of  Kissena  Apartments.     The  site  was  chosen  to  enable 
tenants  to  attend  the  senior  center  and  to  make  use  of  the 
existing  cafeteria.     To  further  support  an  environment  of 
maximum  independence,  a  full  time  social  worker  is  now  avail- 
able and  the  staff  of  the  information  center  is  being  enlarged. 
A  unit  of  six  social  work  students   (casework,  group  work  and 
community  organization)  from  the  Hunter  School   of  Social  Work, 
financed  by  Selfhelp,  are  practicing  at  Kissena  Apartments  to 
acquire  first-hand  knowledge  about  the  life  of  older  people 
who  are  still  active  members  of  the  community. 
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Implications:     The  Kissena  Apartments  projects  are  parti- 
cularly relevant  because  they  represent  a  working  model  of  v/hat 
can  be  done  by  the  elderly  to  foster  maximum  self-sufficiency 
and  a  sense  of  the  community.     Since  voluntary  agencies  initi- 
ated, constructed,  and  operate  the  projects,  their  example  may 
well   be  emulated  or  adopted  by  other  voluntary  agencies  in 
other  areas  if  they  were  provided  the  necessary  technical 
assistance  and  possible  financial  assistance. 

SOURCE:    Herz,  K.   G.     Community  Resources  and  Service  to  Help 

Independent  Living,  The  Gernntnlngist ,  Vol.  II,  No.  2, 
Part  1 ,  Spri  ng  ,  1971. 

SPONSORING  AGENCY:     United  Help  Inc. 
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HIGHLAND  HEIGHTS  APARTMENTS  FOR  LOW  INCOME  HANDICAPPED  AND 
ELDERLY 


Fall  River  Housing  Authority 
Fall  River,  Massachusetts 

The  Highland  Heights  housing  project,  erected,  maintained 
and  managed  by  the  Fall   River  Housing  Authority,  has  both 
service  and  research  goals.     The  immediate  goal  of  service  is 
to  provide  a  sheltered  living  arrangement  envisioned  as  pre- 
ventive and  an  alternate  to  institutionalization.  Longer 
range  research  and  development  objectives  include: 

1.  "Learning  more  about  medical  and  social  probl'ems 

and  the  needs  of  persons  applying  for  this  type 
of  apartment  house  facility; 

2.  Learning  about  the  impact  of  this  type  of  apartment 
living  on  persons  with  these  types  of  disabilities 
and  socio-economic  conditions; 

3.  Total  survey  of  all  aspects  to  set  the  guidelines 
for  any  future  developments  of  this  nature." 
(Sherwood  ,  undated .  ) 

Through  the  joint  efforts  of  the  Fall   River  Housing 
Authority  and  the  Hussey  Hospital,  HUD  approved  the  housing 
project  for  low  income  and  physically  impaired  persons;  most 
of  these  are  elderly.     The  building  opened  for  occupancy  in 
the  fall  of  1970,  consisting  of  108  studio  and  100  two  room 
apartments.     The  dwellings  house  both  persons  living  alone 
and  with  others.     The  building  is  attached  to  the  hospital  in 
close  proximity  by  an  underground  tunnel.     An  out-patient  clinic 
of  Hussey  Hospital   is  located  in  the  basement  of  the  apartment 
house  and  has  physical   therapy,  occupational   therapy,  and  out- 
patient treatment  rooms.     The  hospital's  full   support  of  the 
undertaking  has  guaranteed  stability  and  continuity  of  the 
project.     The  hospital's  non-profit  structure  has  kept  the 
cost  for  the  project  down. 


> 
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Though  HUD  has  sponsored  several   housing  projects  for  the 
physically  impaired  adult  (e.g.,  Toledo,  Ohio  and  Seattle, 
Washington),  the  Highland  Heights  apartment  complex  is  the 
only  'low  income  project  for  the  handicapped  that  is  physically 
attached  to  a  hospital  for  the  chronically  ill.     In  addition, 
there  are  provisions  for  medical  and  social  services  for  the 
occupants.     The  therapy  staff  in  the  hospital  coordinates  with 
several  community  agencies  and  provides  therapy  for  the 
physically  handicapped  as  well  as  Homemaker-Home  Health  Aid 
and  the  Visiting  Nurse  Association  services. 

The  apartments  are  allocated  according  to  diagnostic 
categories  such  as  arthritis,  amputees,  orthopedics,  paraplegics, 
blind  and  deaf,  cardiopulmonary,  diabetics,  hemodi alys i s- rel a  ted  , 
and  others.     The  current  population  ranges  from  21  to  91  years, 
though  the  majority  are  elderly;  91  are  male  and  163  are  female. 
There  are  21  wheel  chair  cases,  20  persons  who  are  very  feeble 
or  badly  arthritic,  9  who  are  at  least  legally  blind,  3  deaf, 
5  with  bad  emphysema,  and  2  using  kidney  machines  or  dialysis 
equi  pmen t . 

To  take  advantage  of  the  opportunity  to  learn  from  the 
unique  experience  of  the  project,  HEW  and  HUD  jointly  funded 
a  research  project  prior  to  the  opening  of  the  housing.  Several 
research  and  operationally  supportive  tasks  were  undertaken.  A 
first  task  was  the  development  of  appropriate  screening  and 
data  collection  procedures  involving  extensive  multidimensional 
assessment.     The  study's  objective  was  to  determine  the  short- 
run  impact  of  the  living  arrangements.     To  better  understand  the 
relative  and  longer  term  effects  of  the  sheltered  housing,  a 
comparsion  population  of  matched  individuals  of  non-occupants 
is  similarly  being  assessed. 

SOURCE:  Sherwood,  S.     18  Months  Report  of  Progress. 

Sherwood,  S.     A  Description  of  The  Study  for 
Independent  Living. 

SPONSORING  AGENCY:  HUD-HEW 
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INTENTIONAL  COMMUNITY  FOR  CHRONIC  MENTAL  PATIENTS 


Fort  Logan  Mental  Health  Center 
Denver,  Colorado 

The  recently  established  intentional  community  program 
provides  a  residential   facility  in  v/hich  productive  functioning 
and  work  activities,  as  well   as  group  problem-solving  are  re- 
warded.    The  15  male  patients  participating  in  the  program  were 
selected  on  the  basis  of  characteristics  found  in  a  recent  study 
at  Fort  Logan  to  identify  "long-stay"  patients.     The  group  is 
currently  operating  its  own  business  consisting  of  a  janitorial 
service. 

Research  at  the  Veterans  Administration  Hospital   at  Palo 
Alto  ( Fai rweather ,  1  969  ,  and  Daniels,   1  966  ,  1  967)   has  demon- 
strated that  the  intentional  community  system  holds  considerable 
promise  as  a  means  of  dealing  with  the  problem  of  psychiatric 
chronicity  without  resorting  to  long-term  institutionalization. 
Drs.  McDonald,  Gregory  and  Miskimins  of  the  Fort  Logan  Mental 
Health  Center  are  presently  conducting  research  to  evaluate 
the  effectiveness  of  the  Center's  "intentional   community"  for 
chronic  patients  and  to  delinate  some  of  the  dynamics  of  the 
program  which  may  contribute  to  its  effectiveness.     The  re- 
search also  is  intended  to  extend  and  clarify  previous  research 
findings.     The  primary  aim  of  the  research  is  to  investigate 
the  relationships  between  certain  group  and  individual  variables 
as  they  relate  to  entry  into  the  program,  remaining  and  function- 
ing in  the  program,  exit  from  the  program,  and  post-exit 
functioning.     It  attempts  to  clarify  the  bearing  of  some  group 
processes  on  the  growth  and  well-being  of  the  individuals  who 
participate.     Personal,  task,  and  situational   variables  are 
the  major  independent  variables  under  consideration. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     HEW-National   Institute  of  Mental  Health 
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MENTAL  HEALTH  VERSUS  SHELTERED  LIVING  FOR  THE  AGED 


State  Dept.   of  Mental  Hygiene 
Albany,  New  York 

This  research  is  designed  to  evaluate  the  success  of  an 
experiment  in  semi -i ndependent  living  for  aged  patients  who 
are  unable  to  live  independently  in  the  community  but  who  are 
nevertheless  capable  of  self  care.     They  will  be  located  in  a 
variety  of  living  situations  supplied  with  supportive  services 
but  not  with  nursing  staff.     Control  groups  will   remain  in  the 
geriatric  wards  of  mental  hospitals.     A  variety  of  measures  of 
outcome  will  be  used,  including  morbidity  and  mortality  rates, 
level  of  self  care,  size  of  life  space,  contentment,  and  time 
perception.     It  is  hoped  to  develop  a  relatively  easy  way  of 
predicting  which  patients  will  benefit  most  from  sheltered 
living  as  opposed  to  mental  hospitalization. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     HEW-National   Institute  of  Mental  Health 


11-111 


GERIATRIC  INTENSIVE  TREATMENT  PROJECT 


Pontiac  State  Hospital 
Pontiac,  Michigan 

This  project  represents  an  intensive  treatment  program  for 
male  and  female  geriatric  patients  treated  on  a  special  ward 
and  in  a  geriatric  family  care  home. 

The  program  was  started  on  April   1,  1969.     During  the 
period  from  April   1,   1969  through  February  28,   1970,  46  male 
and  48  female  patients  were  treated  on  the  project  ward.  At 
the  same  time,  23  male  and  11   female  patients  were  treated  in 
the  Geriatric  Family  Care  Home.     During  the  reported  period, 
32  male  patients  and  32  female  patients  from  the  project  ward 
have  been  placed  on  convalescent  status.     From  the  Family  Care 
Home,  six  male  and  one  female  patients  were  placed.     Only  two 
patients  have  returned,  of  which  one  has  again  left  the  hospital. 

Improvement  of  the  patients  and  the  rate  of  leaving  the 
hospital,  show  an  obvious  gain  as  result  of  the  treatment.  Con- 
tinuation of  the  program  will   give  a  clearer  picture.  The 
Family  Care  Program  seems  to  be  helpful,  but  it  has  been  creat- 
ing new  problems  which  need  further  study. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     HEW-National   Institute  of  Mental  Health 
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SUPPORTIVE  SERVICES 
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MULTI-TOWN  COORDINATION  AS  A  METHOD  FOR  IMPROVING  HOME  HEALTH 
SERVICES 


Boards  of  Health,  Towns  of  Needham,  Wellesley,  Weston,  and 
Wes  twood 
Town  Hall 

Needham,  Massachusetts 

The  objective  is  to  demonstrate  the  feasibility,  merits  and 
implications  of  multi-town,  or  area-wide,  coordination  of  local 
community  resources  for  the  care  of  home-bound  patients  with 
long-term  disease  or  chronic  disability,  including  mental  as 
well   as  physical   handicaps.     The  area  included  in  the  grant 
comprises  the  four  towns  of  Needham,  Wellesley,  Weston,  and 
Westwood,  all  suburban  communities  within  approximately  25 
miles  of  Boston.     Methods  of  procedure  are:     (1)  development 
and  supervision  of  a  system  of  communication  between  the  local 
personnel,  facilities,  agencies  and  citizen  groups  concerned 
with  home  health  services,  and  the  out-of-town  hospitals 
commonly  used  by  the  residents  and  the  various  local  resources; 

(2)  regular  conferences  with  representatives  of  the  medical 
profession,  the  nursing  and  social   service  agencies,  and  the 
hospitals  and  nursing  homes  for  the  purpose  of  fostering  intra- 
professi onal ,  interprofessional   and  interagency  cooperation; 

(3)  educational  activities  aimed  at  the  general  public  to  pro- 
mote understanding  and  support  of  the  project;   (4)  collection 
and  analysis  of  factual   information  required  for  evaluation 

of  the  project  and  reports  on  findings;   (5)  collection  of  in- 
formation on  need  and  demand  for  home  health  services  that  are 
lacking  or  inadequate  but  are  deemed  necessary  to  attain  high 
quality,  cost-effective  care. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1 970- N CHS- R&D 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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HOME  AIDE  SERVICE  AND  THE  AGED:     A  CONTROLLED  STUDY 


Benjamin  Rose  Institute 
Cleveland,  Ohio 

The  purpose  of  this  project  is  to  test  the  hypothesis  that 
there  is  a  negative  association  between  institutional  placement 
and  survival  among  older  persons  which  prevails  even  when 
physicial   condition  is  held  constant.     Because  it  is  difficult 
to  impose  a  direct  test  of  this  p 1 acemen t- su rvi va 1  hypothesis, 
involving  as  it  would  random  and  arbitrary  placement  or  non- 
placement  of  older  persons  in  institutions,  an  indirect  test 
using  a  corollary  to  the  hypothesis  was  proposed  using  an 
alternative  to  i nsti tu ti onal i zati on--home  aide  services--as  the 
experimental   variable.     Corollary  Hypothesis:     For  any  given 
group  of  older  persons  residing  in  their  own  homes  and  not 
immediately  in  need  of  intensive  nursing  care,  provision  of 
organized  home  aide  service  will  prevent  or  delay  institutional- 
ization and  thereby  increase  their  chances  for  survival  as 
compared  with  an  equivalent  group  who  do  not  receive  such 
service.     Briefly  stated,  the  basic  design  for  testing  the 
validity  of  these  hypothesized  relationships  includes  identify- 
ing a  panel  of  participants  meeting  certain  criteria  of  age, 
residence,  and  functional   status  who  are  then  randomly  divided 
between  an  experimental  group  which  is  offered  home  aide 
service  and  a  control   group  which  is  not.     Both  groups  are 
followed  over  a  period  time  to  determine  the  efficacy  of  the 
experimental   service,  insofar  as  prevention  of  institutional- 
ization, promotion  of  contentment,  and  prolongation  of  survival 
are  concerned,   together  with  an  exploration  of  relationships 
with  certain  other  social   and  psychological   variables  of 
descriptive  and  potentially  explanatory  nature. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal  Year 
1 970-NCHS- R&D 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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SOCIAL  WORK  TEAM  WITH  AGING  FAMILY  CLIENTS 


Family  Service  Association  of  America 
New  York,  New  York 

The  overall  goal  of  this  study  has  been  to  learn  whether 
an  aging  client  can  sustain  his  social,  physical,  and  emotional 
functioning  to  enable  him  to  live  more  effectively  in  the 
community  through  the  enhancement  of  services  with  a  social 
work  team.     Five  member  agencies  of  the  Family  Service  Associ- 
ation of  America  were  selected  to  carry  out  the  aims  of  the 
project.     These  agencies  were  located  in  Baltimore,  Chicago, 
Cincinnati,  Cleveland,  and  Philadelphia. 

Teams  consisting  of  a  trained  caseworker  and  an  agency- 
trained  social  work  assistant  carried  cases.     Where  appropriate, 
the  continued  supportive  help  to  the  aged  client  was  assigned 
to  the  assistant. 

Preliminary  reports  on  the  findings  of  this  project  indicate 
that  the  utilization  of  case  work  assistants  has  reduced  or 
eliminated  waiting  lists  for  services  to  the  aged,  where  they 
previously  existed,  and  that  more  service  has  been  offered 
to  more  aged  clients.     The  agencies  have  been  unanimous  in 
their  thinking  that  the  project  has  upgraded  service  as  a  whole 
in  each  of  the  agencies.     Four  out  of  the  five  agencies  par- 
ticipating succeeded  in  obtaining  funds  from  their  community 
chests  or  federations  so  that  they  could  permanently  retain 
their  assistants  when  the  NIMH  funding  of  the  service  ended. 

SOURCE:  Blank,  M.  L.  Grants  Concerning  Aging  Persons - Fi s cal 
Year  1960  through  1970,  Institue  of  Mental  Health, 
Mi meograph  ,  1971. 

SPONSORING  AGENCY:     HEW  -  National   Institute  of  Mental 

Heal th 
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ADMINISTRATION  ON  AGING  TITLE   IV  NUTRITION  PROJECTS 


The  Administration  on  Aging,  under  Title  IV  of  the  Older 
Americans  Act  of  1965  has  sponsored  over  23  nutrition  projects 
throughout  the  country.     These  projects,  administered  at  local 
levels,  cover  91  different  sites   (e.g.,  senior  centers,  Y's, 
churches)  in  large  and  small  urban  and  rural  areas.     The  basic 
feature  of  these  projects  is  the  combination  of  two  needed 
services  for  the  elderly:     nutrition  and  socialization.  Meals 
are  served  in  predominately  social  settings  with  some  arrange- 
ments and  staff  interventions  being  directed  to  facilitate 
social  interaction  among  the  elderly  program  participants.  In 
addition,  many  projects  deliver  meals  to  the  homebound.  Build 
around  the  nutrition  core  of  these  programs  are  a  variety  of 
other  services  including:     medical  and  health,  health  and 
nutrition  education,  information  and  referral,  homemaker,  mental 
health,  transportation,  welfare  and  social   services,  food 
stamps,  legal  and  housing  assistance.     The  nutrition  program 
element  is  used  strategically  to  bring  the  needy  elderly  to 
greater  access  and  exposure  to  non-nutritional  services. 

A  number  of  national  and  local  research  evaluation  studies 
have  been  conducted  that  shed  light  on  program  effectiveness, 
both  in  terms  of  its  nutrition  and  other  service  objectives. 
(See  bibliography  under  "Administration  on  Aging.")     In  an 
extensive  report,  the  operational   procedures,  costs,  partici- 
pants and  impacts  were  analyzed  on  a  national  basis  (ENKI, 
1971).     Three  methods  of  meal   programming  were  compared: 
project  prepared  meals,  catered  meals  and  school  served  meals. 
Some  projects  prepare  meals  on  sites  either  in  a  central 
facility  with  meals  distributed  by  project  personnel,  or  in 
facilities  at  a  particular  site.     Other  projects  use  catered 
food,  supplied  under  contract  by  a  commercial   caterer  who 
delivers  the  meals  either  in  bulk  or  in  individual  services. 
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Though  it  was  found  that  urban  program  costs  were  higher 
than  those  in  rural  programs,  the  report  suggested  the  feasibi- 
lity of  preparing  and  serving  inexpensive  meals  in  urban  areas. 
Increased  cost  effectiveness  was  associated  with  the  efficiency 
factors  of  economy  of  scale  and  frequency  of  site  operation. 
It  was  recommended  that  especially  costly  administrative  ex- 
penditures could  be  reduced  by  operating  a  site  five  days  a 
week,  serving  over  100  people.     There  was  little  cost  differences 
between  catered  and  p r o j ec t- s taf f  prepared  meals.     Using  school 
facilities  on  the  average  proved  to  be  the  most  expensive  method 
of  operation  because  of  high  administrative  costs.     A  finding 
validated  in  all  of  the  studies  is  the  necessity  of  including 
transportation  for  participants.     In  rural   areas  this-  service 
is  a  requirement;   in  urban  areas,   the  extent  of  community  reach 
will   be  directly  determined  by  the  availability  of  transportation. 

In  assessing  whether  or  not  these  projects  were  serving  the 
needy  elderly,  the  demographic  characteristics  of  the  partici- 
pants were  analyzed.     Though  there  were  wide  program  and  site 
differences,  the  national   profile  of  the  average  participant 
was:     71  years  old,  female  (2/3  female),  white  (though  many 
blacks,  Mexican-Americans  and  American  Indians  served),  in 
poor  health  often  with  chronic  illness,  eating  poorly,  living 
with  others  (though  many  living  alone),  and  falling  below  the 
poverty  line.     Black  participants  were  poorer  in  health  and 
income  than  white  participants.     Only  25  percent  of  the 
national  population  of  participants  ate  at  least  two  meals  a 
day,  though  typically  they  had  access  to  cooking  facilities. 

Several  studies  have  shown  that  these  programs  seem  to 
attract  those  among  the  elderly  who  are  relatively  more  healthy 
and  active.     More  extensive  outreach  efforts,   reduced  meal 
price,  and  use  of  more  creative  programming,  was  recommended 
to  bring  the  more  needy  aged  into  the  program  reach. 
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The  role  of  elderly  volunteers  and  the  impact  that  such 
participation  has  on  the  volunteer's  functioning  received  some 
attention.     Aside  from  the  benefits  of  minimizing  staff  costs, 
the  elderly  can  significantly  facilitate  most  operations  of 
the  program.     Many  elderly  participants  are  very  willing  to 
volunteer  to  help  in  some  fashion  and  without  any  financial  re- 
numeration.     Elderly  participants  have  volunteered  and  functioned 
effectively  as  kitchen  and  dinning  room  aides,  and  facili- 
tators of  socialization.     Findings  also  suggest  that  the  elderly 
volunteer  appeared  to  have  better  self-concepts,  be  more  con- 
tented, complain  less  about  chrinic  ailments,  and  have  more 
friends  than  did  the  non- vol un teers  who  participated  in  the 
program. 

Consumer  participation  was  incorporated  in  the  planning 
and  programming  of  the  project  activities.     The  elderly  who 
did  participate  in  this  way  were  very  enthusiastic  about  the 
program,  and  their  sense  of  well-being  improved.     The  studies 
of  this  program  feature  recommend  that  both  volunteering  and 
active  program  participation  be  encouraged. 

One  of  the  common  components  of  these  programs  is  nutrition 
education.     The  elderly  were  highly  interested  in  learning 
more  about  nutrition  and  consumer  habits  that  could  benefit 
their  health.     A  number  of  studies  have  shown  that  the  in- 
clusion of  nutrition  education  can  materially  improve  the 
diets,  eating,  and  related  consumer  habits  of  participants. 
Elderly  in  these  programs  resumed  their  interest  in  eating 
better  and  more  regularly.     The  meals  served  in  these  programs 
are  designed  to  constitute  at  least  a  third  of  the  adult 
recommended  daily  dietary  requirements. 

Limited  non-nutritional   services  were  offered  by  many  of 
these  projects.     A  variety  of  cooperative  arrangements  and 
procedures  with  medical   and  social   service  agencies  have  been 
used  to  further  the  reach  of  these  services  for  the  aged. 
Imaginative  use  of  these  services  has  enabled  the  participants 
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to  improve  their  continuing  chances  for  self-sufficiency. 
Some  projects  employed  a  medical   screening  procedure.  Appli- 
cants to  the  meal   service  v/ere  examined  at  a  cooperating  hos- 
pital  to  determine  if  any  diet  restrictions  are  warranted.  In 
this  process,  another  more  thorough  medical  examination  is 
scheduled  and  escort  arranged.     Other  programs  offered  social 
worker  services  and  on-site  psychiatric  consultation. 

A  principal   non- nu t r i t i on  a  1   component  was  socialization 
and  social   activities.     Some  programs  merely  provided  a  social 
setting  while  other  programs  more  actively  programmed  social 
activities  into  non-meal   time  functions.     Studies  indicate 
that  this  particular  social   feature  of  the  program  was  con- 
sidered by  the  participants  to  be  as  important  as  the  meal 
service.     These  projects  seem  to  fill   a  real   gap  of  social 
interaction  and  group  support.     The  need  for  some  specific 
planning  to  increase  socializing  beyond  the  meal   time  was  noted 
Social   interaction  after  program  hours  will   not  be  maintained 
automatically.     It  is  clear,  however,  that  the  social  setting 
significantly  increases  retention  of  program  participation. 

One  project  attempted  to  promote  socialization  through  use 
of  available  social  environments  in  the  community.     In  particul 
the  use  of  neighborhood  kitchen  meal   service  was  tried.  It 
was  thought  that  this  would  provide  a  more  intimate  atmosphere, 
resembling  less  an  institutional   than  a  home-like  setting.  Un- 
fortunately a  number  of  factors  conspired  against  the  success 
of  such  an  operation.     Participants  did  not  readily  accept  such 
a  "private"  home  facility.     Few  kitchen  facilities  could  ful- 
fill health  regulations.     Costs  for  operating  such  neighborhood 
program  sites  were  high.     Though  this  endeavor  did  not  prove 
to  be  operational,  a  number  of  the  studies  suggest  that  smaller 
groupings  of  elderly  during  meal   time  resulted  in  more 
socializing  and  a  greater  sense  of  group  cones iveness  than 
larger  group  arrangements. 
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Experience  of  various  projects  suggess  that  locating  pro- 
spective participants  is  not  an  easy  task.     A  great  many  out- 
reach techniques  and  publicity  approaches  were  used  to  obtain 
a  sufficient  number  of  participants.     Some  of  the  reports  por- 
tray vividly  some  of  the  difficulties  of  overcoming  the  basic 
case  finding  requirement  for  the  program.     Even  after  these 
intensive  efforts,  the  composition  of  the  program  participants 
seemed  to  slant  to  the  healthier  and  more  active  elderly 
person.     The  use  of  more  penetrating  outreach  was  recommended 
to  attract  the  more  isolated  and  needy  aged,  usually  the 
homebound.     The  projects  focused  on  serving  and  providing 
meals  in  group  settings.     Delivering  meals  to  the  homebound 
was  somewhat  neglected.     The  aged  participant  who  does  not 
regularly  attend  the  meals  is  also  likely  to  be  relatively 
more  isolated  than  more  regular  participants.     One  project 
reported  using  an  elderly  staff  member  as  contact  specialist,  to 
follow-up  on  participants  who  were  absent  or  found  it  difficult 
to  come  to  the  program  sites  regularly. 

Other  impacts  of  these  projects  have  been  studied.  Par- 
ticipant response  to  the  program  has  been  extremely  positive 
throughout  the  country.     These  nutrition  programs  were  seen 
more  favorably  by  the  elderly  than  other  federally  funded  pro- 
grams such  as  surplus  food  and  food  stamps.     To  some  extent, 
the  elderly  viewed  the  sites  as  places  where  they  could  be 
assisted  in  a  variety  of  ways.     The  consumer  seemed  to  heartily 
accept  the  nutrition  program  and  its  other  services.  The 
families  thought  that  their  elderly  participants  were  more 
contented  and  that  the  program  provided  some  respite  for  the 
family. 

The  psychosocial  adjustment  of  participants  has  been  studied 
extensively.     The  various  findings  clearly  indicate  that  the 
program  participant  improves  his  sense  of  well-being  and 
psychosocial   adjustment.     The  participant  begins  to  develop 
a  healthier  outlook,  and  becomes  health  and  diet  conscious. 
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Interest  and  motivation  in  taking  care  of  himself  are  rekindled. 
The  programs  eliminated  much  of  the  despairing  loneliness  of 
the  elderly,  replacing  it  with  warm  social   experiences,  many 
of  which  persisted  beyond  the  meal   time.     Participants  who 
took  a  more  active  role  in  the  program  operations  were  found 
to  be  more  improved  than  other  participants. 

In  particular,   these  programs  enabled  the  earlier  dis- 
charge of  convalescent  patient  from  a  hospital  when  home 
delivered  meals  and  services  were  provided.     There  is  also 
evidence  that  home  bound  elderly  can  be  sustained  through 
home  delivered  meals  without  resorting  to  institutionalization 
in  an  extended  care  facility.     In  one  program  an  unusually 
low  proportion  of  home-bound  participants  were  institutionalized 
during  the  three  year  operation  of  the  program. 

IMPLI CATIONS 

The  success  of  these  programs  in  fulfilling  the  nutrition 
and  social   needs  of  the  elderly  clearly  suggests  the  merit  in 
expanding  and  sustaining  these  programs.     Continued  financial 
assistance  is  necessary.     The  program  experience  also  indi- 
cates that  a  meal   service  can  be  an  effective  way  to  bring 
the  needy  aged  into  better  access  to  other  medical   and  social 
services.     This  requires  greater  efforts  to  enlist  formal 
cooperation  and  links  to  community  organizations  and  public 
service  agencies.     Some  project  studies  indicate  that  special 
additional   outreach  efforts  are  required  to  extend  the  nutri- 
tional  services  to  the  more  isolated  and  more  needy  aged.  Home 
delivered  services  will  have  to  become  a  program  focus  rather 
than  being  traded  off  for  the  more  convenient  and  less  expensive 
group  service  settings.     Consideration  could  also  be  given  to 
similar  services  for  the  home-bound  young  disabled. 

SOURCE:  (See  Nutrition  Reports  listed  in  references) 
SPONSORING  AGENCY:     Administration  on  Aging 


> 
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TO  DEVELOP  A  COMMUNITY  DIET  COUNSELING  SERVICE 


Hillcrest  Medical  Center 
Tulsa,  Oklahoma 

The  objective  is  to  develop  a  program  of  community  nutri- 
tion education  by  offering  dietary  counseling  to  non-hospital- 
ized patients.     During  the  first  year  the  project  staff  will 
work  to  promote  the  project,  to  develop  methods  and  procedures, 
to  evaluate  and  develop  educational  materials.     As  the  number 
of  patients  increases,  group  instructional  sessions  will  be 
developed  for  patients  and  other  interested  groups  in  the 
area  of  diabetes  and  obesity.     Reports,  recommendations  and 
materials  developed  will   be  available  to  appropriate  community 
organizations.     During  the  third  year  teaching  materials  will 
be  appraised  and  adjusted  for  more  effective  teaching  and 
methods  of  offering  supervised  experience  for  the  student 
nurses  and  house  staff  in  clinical   nutrition  will   be  established. 
Diet  counseling  on  a  private  basis  for  a  fee  will   be  made  avail- 
able during  the  latter  part  of  the  project. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1970 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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MOBILE  RECREATION  AND  PHYSICAL  EDUCATION  UNIT 


Kentucky  Assn.  for  Retarded  Children 
Frankfort,  Kentucky 

The  mobile  recreation  and  physical  education  unit  will  be 
a  four-wheel   van- type  vehicle  and  staff  that  will   comprise  a 
self  contained  dissemination  device,  reference  point,  and 
center  for  information  exchange  on  physical  education  and 
recreation  for  the  mentally  retarded.     The  mobile  unit  will 
provide  workshops,  seminars,  and  conferences  to  meet  the  needs 
of  a  widely  varied  target  population.     Programs  will   be  design 
to  offer  the  latest  information  in  techniques  and  materials  to 
on-going  programs  including  day -care  training  staff,  special 
education  teachers,  institutional   personnel,  and  any  pro- 
fessional, non- p rof es s i ona 1 ,  s u bprof es s i on  a  1  ,  paraprof ess i onal 
and  volunteer  personnel  working  with  the  mentally  retarded. 
Special   programs  will   be  provided  to  be  presented  to  high 
school   and  college  students  in  an  effort  to  interest  young 
people  in  careers  in  physical   education  and  recreation  for 
the  mentally  retarded.     County  and  Municipal  officials  as  well 
as  school  boards  and  school   administrators  will  be  provided 
programs  demonstrating  beneficial   and  therapeutic  effects  of 
a  strong  program  in  physical   education  and  recreation  for  the 
mentally  handicapped.     The  project  unit  will   serve  as  a  pilot 
project  to  demonstrate  the  effectiveness  of  mobilization  for 
these  specific  purposes.     The  project  as  delineated  would  be 
adaptable  enough  to  fit  into  most  existing  educational  media 
as  a  supplemental   program  to  enrich  current  methodology.  The 
mobile  unit  would  not  be  designed  to  replace  any  previously 
existing  educational   approach  but  is   intended  to  supplement 
the  already  existing  educational   structure  and  will  make  more 
of  an  attempt  to  reach  the  paraprofessi onal  ,  subprofessi onal  , 
and  lay  person  as  well   as  professional   personnel.     The  funds 
for  the  mobile  unit  and  equipment  have  been  obtained  from  the 
WHAS  Crusade  for  Children  in  Louisville,  Kentucky. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     Bureau  of  Education  for  the  Handicapped 
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A  WORKSHOP  FOR  MENTALLY- IMPAIRED  INSTITUTIONALIZED  AGED 


Hebrew  Home  for  the  Aged 
Bronx,  New  York 

In  the  fourth  year  of  this  demonstration  project  of  apply- 
ing the  Sheltered  Workshop  experience  to  gerontological  patients 
suffering  from  Chronic  Brain  Syndrome,   the  plan  is  to  continue 
measuring  the  effects  of  this  experience  along  mental,  emotional, 
social   and  physical  dimensions.     It  is  intended  to  prepare  guides 
and  recommendations  for  the  creation  of  future  Workshops  for 
the  Aged  including  the  physical   plant,  mechanical  day-to-day 
working  of  such  a  shop,  and  selection  of  the  most  appropriate 
personnel . 

Attitudes  and  attitude  changes  of  staff  and  families  of 
workshop  employees  are  being  studied  in  an  effort  to  ascertain 
the  effectiveness  of  the  program  and  to  determine  if  such 
measures  are  indicative  of  the  program's  value.     Workshop  par- 
ticipants'  future  time  perspective  will   also  be  studied  as  well 
as  new  training  techniques  using  video-tape  equipment,  and  the 
effect  of  staff's  religious  attitudes  as  they  may  influence 
the  aged  in  an  institution. 

The  effects  of  a  sheltered  workshop  experience  with  two 
groups  of  people,  one  group  of  patients  suffering  from  Chronic 
Brain  Syndrome,  and  the  other  of  patients  free  from  Chronic 
Brain  Syndrome,  wi 1 1   be  compared. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     HEW-Na ti onal    Institute  of  Mental  Health. 
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INFORMATION  AND  REFERRAL  SERVICES 
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INFORMATION  AND  REFERRAL  SERVICES  FOR  THE  CHRONICALLY  ILL 
AND  AGED 

I n  1966  the'Public  Health  Service  awarded  the  first  16 
community  health  project  grants  to  support  a  unified  approach 
to  chronic  disease  control   programming  (Goodman,  et  al  ,  1966). 

The  usual  functions  of  an  information  and  referral  service 
(IRS)  are: 

0)   I  nf  orma  ti  on .     Collect  information  about  all   health  and 
welfare  resources  in  the  community  which  may  be  brought 
into  play  in  the  interest  of  persons  with  health  and 
related  social  problems.     Maintain  a  central   file  of 
current  information  so  that  it  is  readily  available  for 
use  by  physicians,  nurses,  social  workers,  dentists, 
and  other  professionals  as  well  as  by  agencies,  insti- 
tutions and  organizations  in  the  provision  of  services 
and  in  the  extension  and  coordination  of  health  and 
welfare  services.     Disseminate  the  information  to  appro- 
priate health  arid  social   agencies,  institutions,  and 
other  health-related  groups  for  their  use  in  planning 
and  developing  services  to  provide  for  unmet  needs  of 
the  chronically  ill   and  aged. 

(2)  Referral .     Make  referrals  to  appropriate  agencies  or 
professionals  for  specific  problems,  such  as  medical 
care  and  financial   assistance,  not  provided  by  the  IRS 
or  accept  referrals  from  professionals  and  agencies' 
and  from  individuals  and  their  families  for  counseling 
and  consultation  by  the  IRS  staff. 

(3)  Counsel i  ng .     Provide  professiona:   consultation  to  physi- 
cians, nurses,  dentists,  physical   therapists,  social 
workers,  and  others  providing  direct  services  to  the 
chronically  ill   and  aged  and  to  local   communities,  groups, 
and  individuals  concerned  about  gaps  in  services  for  the 
chronically  ill   and  aged  to  assist  in  the  development  of 
new  services  and  in  the  extension  or  change  of  existing 
services  to  more  nearly  meet  the  needs. 
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(4)  Coordination.     Provide  a  coordinating  mechanism  for 
groups  and  agencies  at  the  local,  county,  and  State 
levels  providing  services  to  the  same  clientele  having 
common  problems  in  the  provision  of  services.  Develop 
guidelines  or  tools  which  can  be  used  by  official 
planning  groups  and  others  responsible  for  developing 
policy  and  establishing  programs  to  fill   gaps  or  to 
strengthen  community  services  and  facilities. 

(5)  Planning.     Make  data  available  which  is  generated 
through  documenting  for  planning  unmet  community  needs 
and  have  staff  serve  as  members  of  community  planning 
groups . 

(6)  Training.     Participate  in  both  academic  and  in-service 
multi disciplinary  training  programs.     Sponsor  insti- 
tutes designed  to  increase  understanding  of  the  needs 
of  the  chronically  ill   and  aged  for  medical,  para- 
medical, and  welfare  personnel.     Provide  orientation 
and  training  in  the  mechanics  of  planning,  setting  up, 
and  implementing  a  program  which  may  provide  infor- 
mation,  referral,  counseling  and  consultation. 

( 7 )  Research .     Build  into  the  program  a  statistically 
sound  research  plan  for  purposes  of  program  development 
and  evaluation. 

(8)  Interpretation.     Provide  publicity  and  continuous  public 
relations  efforts  to  reach  health  professionals,  selected 
groups,  and  the  general   public  media,   including  news- 
papers, television  and  radio,  meetings,  newsletters,  dis- 
pl ays  and  brochures . 

While  each  of  the  IRS  services  performs  some  activity 
related  to  the  functions  mentioned  above,  emphases  vary  con- 
siderably.    For  example,  the  IRS  in  Mansfield,  Ohio,  serves 
as  the  admitting  service  for  all   other  programs  and  services 
of  the  Mansfield  Memorial   Home,   Inc.    (which  administers  the 
IRS).     This  includes  its  geriatric  center,  home  for  the  aged, 


11-128 


senior  citizens  center,  and  meals-on-wheels  program  (Kaplan, 
et  al.,  1966).     In  Denver,  the  IRS  provides  medical  social 
services  in  hospitals,  extended  care  facilities  nursing  homes, 
and  home  health  agencies  through  a  contractual  mechanism 
(Ward  and  Somers,  1967). 

Staffing  patterns  are  quite  similar  in  the  different 
services.     Usually  the  overall  direction  of  the  program  is 
the  responsibility  of  the  medical  social  worker  with  some 
staff  services  being  provided  by  public  health  nurses  and 
public  health  educators.     In  addition,  each  agency  has  a 
secretary  and  clerical  help.     Each  service  has  an  advisory 
group  which  includes  representatives  from  key  community 
agencies  and  from  the  public  at  large.     Advisory  groups  are 
instrumental   in  creating  a  public  awareness  of  the  need  for 
the  IRS  and  in  stimulating  use  of  the  services  offered. 

According  to  Lester,  et  al.   (1968),  information  and  re- 
ferral services  were  developed  in  response  to  an  increasing 
awareness  and  concern  by  groups  throughout  the  country,  in- 
cluding the  Public  Health  Service,  of  the  growing  impact  of 
society  on  older  persons  and  of  older  persons  on  society, 
particularly  those  persons  with  disabilities  related  to 
chronic  disease.     It  was  recognized  that  typical   patterns  of 
care--medi cal  ,  hospital,  and  rehabilitation  servi ces--coul d 
not  solve  the  multiple  problems  of  large  numbers  of  middle- 
aged  and  older  persons  in  our  communities.     The  inter-relation- 
ships of  social,  economic,  and  other  factors  with  health 
problems  required  that  consideration  be  given  to  all   needs  of 
the  individual   in  working  out  plans  for  care.     This  meant 
that  a  variety  of  services  were  needed  and  should  be  provided 
to  the  patient  whether  he  was  in  a  care  facility  or  in  his 
own  home.     Also,  accurate  information  about  available  resources 
should  be  accessible  to  professional   persons,  such  as 
physicians  and  lawyers,   in  order  to  help  them  arrange  appro- 
priate plans  for  continuing  care. 
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Implications:     The  array  of  independent  and  fragmented 
services  available  in  almost  every  community  make  it  difficult 
to  identify  the  most  appropriate  services  to  meet  specific 
health  and  social   needs.     Thus,  the  information  and  referral 
services  described  evolved  from  the  need  for  a  focal  point-- 
ideally  in  every  community --for  the  identification  of  re- 
sources, professional   services,  and  facilities.     This  was  not 
visualized  as  a  new  service  but  rather  a  coordinating  service 
to  strengthen  and  use  as  effectively  as  possible  available 
community  services  and  resources. 

Because  of  the  lack  of  a  definitive  evaluation  of  the 
impact  of  the  information  and  referral   systems  that  have  been 
established,   it  is  possible  to  say  only  that  an  appropriately 
organized  information,   referral   and  counseling  service  approach 
has  a  potential   not  yet  fully  realized. 

SOURCE:     See  references  for  authors  as  cited  above. 
SPONSORING  AGENCY:     Public  Health  Service 
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A  NEIGHBORHOOD  APPROACH  TO  IDENTIFYING  AND  MEETING  THE  HEALTH 
AND  RELATED  NEEDS  OF  THE  AGED 


New  York  Chapter,  The  Arthritis  Foundation,  Inc. 
New  York,  New  York 

The  purpose  of  this  project,  begun  in  1967,   is  to  demon- 
strate the  organization  of  a  low  cost,  neighborhood  "middleman" 
service  which  will  actively:     (1)  seek  out  the  aged;  (2) 
determine  their  individual   health  and  related  needs;   (3)  refer 
them,  when  necessary,  to  local   health  and  welfare  agencies; 
and  (4)  expedite,  when  appropriate,  their  relationships  to 
these  agencies.     Three  outreach  facilities  will  each  employ 
one  professional  social  worker  to  supervise  three  sub-pro- 
fessionals and  three  groups  of  twenty  volunteer  non-profes- 
sionals trained  to  serve  in  case  finding  and  case-aide  roles. 
Project  activities  will   include  home  visits,  community  satu- 
ration mailing  to  ascertain  need,  and  contact  with  local 
health  and  welfare  resources.     The  non-professional   staff  are 
utilized  for  identification  of  need,   information,  and  referral, 
escort  to  health  resources,  liaison  to  open  or  re-open  blocked 
communication  between  resource  and  client,  etc.     Both  the 
case-finding  and  case  serving  aspects  of  the  demonstration 
will  be  directed  by  a  Community  Advisory  Board,  representing 
all   local   health  and  welfare  agencies,  churches  and  other 
groups  and  organizations.     The  low  cost,  simple  administration 
of  this  program  will  make  it  particularly  adaptable  for  repli- 
cation by  neighborhood  health  district  offices,  community 
medical   facilities,   public  welfare  agencies,  day  care  centers, 
or  groups  concerned  with  the  aged  and  chronically  ill. 

SOURCE:     U.S.   Department  of  Health,  Education  and  Welfare 
Public  Health  Service 

Summary  of  Grants  and  Contracts.     Active  in  Fiscal 
Year  1970.     Administered  by  the  National   Center  for 
Health  Services  Research  and  Development 

SPONSORING  AGENCY:     HEW-HSMHA,  NCHS-R&D 
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THE  SAN  FRANCISCO  GERIATRIC  SCREENING  PROJECT 


Langley -Porter  Institute 
San  Francisco,  California 

Six  years  ago  the  State  of  California  Department  of  Mental 
Hygiene  helped  to  establish  a  geriatric  screening  project  at 
the  Lang! ey-Porter  Institute  hoping  that  the  project  would 
provide  alternatives  to  hospitalization  and  promote  the  proper 
care  of  the  elderly  outside  the  institution.     The  primary 
objectives  of  the  screening  program  are: 

1.  To  reduce  the  number  of  inappropriate  commitments 
of  aged  persons  to  State  mental  hospitals. 

2 .  To  provide  alternatives  to  State  hospitalization 
by  developing  and  utilizing  community  resources 
and  services  that  would  more  adequately  meet  the 
needs  of  this  group. 

3.  To  carry  on  such  other  activities  as  would  pro- 
mote the  care  of  geriatric  patients  outside  of 

the  State  hospital,  such  as,  providing  consultation 
and  information  to  persons  and  agencies  respon- 
sible for  services  to  this  age  group  (Clark,  1967). 

The  project's  services  are  limited  to  persons  65  years  and 
older,  residing  in  the  City  and  County  of  San  Francisco. 

The  Old  Age  Assistance  units  of  the  local   County  Public 
Welfare  Department  contribute  by  far  the  highest  number  of 
referrals.     Many  of  these  persons  have  no  one,  such  as  a 
friend  or  relative,  to  act  for  them  in  obtaining  necessary 
psychiatric  and  medical  attention.     Other  sources  of  referral 
include  private  physicians,  hotel   or  apartment  managers, 
public  health  nurses,  community  social   agencies,  and  their 
interested  parties. 

The  staff  of  the  San  Francisco  Geriatric  Screening  Project 
includes  a  part-time  internist  and  psychiatrist,  full-time 
psychiatric  social  worker,  supervising  psychiatric  social 
worker  (who  functions  as  coordinator),  and  a  senior 
stenographer. 


11-132 


Once  a  referral   is  received,  the  Screening  Team  proceeds 
as  follows:     a  social  worker  obtains  a  history  of  the  patient 
from  the  referring  person  or  agency.     Others  who  have  infor- 
mation to  contribute  are  also  contacted  and  interviewed.  The 
patient's  private  physician  (if  there  is  one)  is  always  con- 
tacted and  informed  of  the  project's  involvement.     If  the 
patient  has  no  physician,  and  agrees  to  private  care,  the 
project  physician  will  secure  a  physician  for  him. 

A  staff  conference  follows  to  determine  which  of  the 
two  staff  medical  specialists  will  examine  the  patient.  The 
patient  is  seen  in  his  own  home  by  the  staff  psychiatric 
social  worker  and  physician  (internist).     The  home  visits  have 
proved  extremely  valuable  (Cutler,  1971).     Such  visits  pro- 
vide clues  as  to  whether  or  not  the  patient  is  functioning 
adequately.     Most  of  the  cases  screened  by  the  project  staff 
are  considered  crisis  situations  and  therefore  decisions  and 
recommendations  are  implemented  without  delay. 

Cutler  (1971)   reports  that  "the  project  staff  finds  that 
many  older  patients  are  better  if  they  can  be  cared  for  in 
their  own  homes.     In  addition,  they  are  more  content  and 
satisfied  if  plans  are  made  that  enable  them  to  remain  there." 

Among  the  community  resources  to  assist  persons  who 
remain  in  their  homes  are:     homemaker  services,   attendant  care, 
meals-on-wheels,   visiting  and  public  health  nursing  services. 
For  counseling  or  social   recreation,  referrals  are  made  to 
social   casework  agencies,  senior  citizen  centers,  and  friendly 
visitors. 

Many  patients  in  need  of  partial   or  total   care  and  super- 
vision are  moved  from  their  homes.     In  such  cases  the  best 
possible  placement  for  the  individual   and  his  total   needs  is 
the  primary  consideration.     "It  is  never  a  question  of 
arranging  a  placement  because  "X"   boarding  or  nursing  home 
happens  to  have  a  vacancy."     (Clark,  1967.) 
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Primary  considerations  regarding  such  placements  are: 
location  of  the  home,   type  of  building,  religious  and  other 
aspects  of  the  home,  type  of  supervision,  personal  services, 
recreation  and  rehabilitation  programs,  and  medical  services 
available. 

For  those  persons  who  require  skilled  nursing  services, 
the  project  has  utilized  a  number  of  nursing  homes  in  San 
Francisco  and  surrounding  counties.     According  to  Rypins  and 
Clark   (1968)   some  nursing  homes,   in  addition  to  providing 
skilled  nursing  services,  have  demonstrated  their  ability  to 
care  for  the  confused,  disoriented  and  oftentimes  demanding 
patient.     The  authors  state  that  successfully  demonstrating 
that  nursing  homes  and  boarding  homes  could  be  utilized 
as  appropriate  alternatives  to  hospitalization  is  one  of  the 
most  meaningful   achievements  of  the  project. 

Patients  who  are  ambulatory,  who  require  only  partial 
care,   and  who  do  not  require  skilled  nursing  services,  are 
placed  in  boarding  homes.     These  homes  are  licensed  by  the 
local   County  Welfare  Department  to  care  for  no  more  than  six 
persons.     For  the  most  part,   this  type  of  facility  is  not 
equipped  to  manage  patients  who  are  very  disturbed,  who  re- 
quire special   diets,   or  who  are  uncooperative  to  the  degree 
that  they  refuse  to  accept  medication. 

The  patients  committed  to  State  hospitals  are  those  who 
cannot  function  adequately  in  the  community  and  for  whom 
active  treatment,  previously  instituted  at  the  local  level, 
has  not  resulted  in  significant  improvement.     Such  previous 
treatment  generally  consists  of  two  to  six  weeks  of  intensive 
psychiatric  care  in  a  general   hospital.     The  project  staff 
recommends  the  filing  of  a  petition  for  mental   illness  only 
when  the  patient  is  unable  to  care  for  himself,  constitutes 
a  danger  to  himself  or  others,   and  when  he  re: fuses  or  is  in- 
capable of  cooperating  in  the  plan  set  forth  by  the  staff 
physicians. 
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According  to  Miss  Mary  Lou  Clark,  director  of  the  project, 
California's  Medicaid  program  (Medi-Cal)   is  proving  helpful  to 
those  patients  referred  to  the  project  from  the  Old  Age 
Assistance  Units  of  the  county  Public  Welfare  Department. 
"Without  this  aid,"   she  said,   "it  is  doubtful   if  these  persons 
could  have  been  placed  in  any  but  a  State  institution." 

When  a  patient  qualifies,  hospitalization  in  a  State 
mental   institution  in  California  is  provided  by  Medi-Cal  funds 
(50  percent  paid  by  State  and  50  percent  paid  by  Federal 
Government ) . 

For  patients  who  qualify,   the  first  100  days  of  nursing 
home  care  are  paid  by  Medicare.     Thereafter,  he  may  apply  to 
the  county  Medi-Cal   Consultant  for  authorization  to  remain 
and  funds  are  then  provided  by  Medi-Cal. 

Because  no  medical   or  nursing  services  are  provided  in 
boarding  homes,  financial   support  cannot  be  provided  by 
Medicare  or  Medi-Cal.     Those  persons  who  have  insufficient 
funds  to  pay  for  their  own  care  receive  Old  Age  Assistance 
grants  for  payment  of  boarding  home  fees. 

Funds  for  home  care  are  provided  by  Medicare  when  the 
patient  qualifies,  and  by  the  various  county  welfare  depart- 
ments when  he  does  not. 

Evaluation  of  the  Project :     Cutler  (1971)  calls  the 
achievement  of  the  project  dramatic  since  previously  in  San 
Francisco,  geriatric  commitments  to  State  mental  hospitals 
numbered  almost  500  a  year  and  now  it  dropped  successively 
in  the  first  three  years  of  operation  to  40,  to  12,  and  then 
to  3. 

Of  the  1,290  persons  who  were  screened  through  the  project 
during  its  first  three  calendar  years,  four  percent  were 
committed  to  State  hospitals,  33  percent  were  placed  in  nursing 
homes,  eight  percent  went  to  boarding  homes,   10  percent  were 
admitted  to  county  and  private  medical   hospitals  end  45  percent 
were  able  to  remain  in  their  own  homes  with  supportive  services. 
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Only  58  individuals  v/ere  found  to  need  commitment  out  of  the 
total   number  of  persons  screened  through  the  project  in  the 
last  three  and  one-half  calendar  years  (1965-1968  period). 
(Cutler,  1971.) 

Imp! i  cati  ons :     Aside  from  the  reduction  in  commitments  of 
geriatric  patients  to  State  mental   hospitals,  the  project,  as 
described,  suggests  that  many  of  the  problems  of  the  elderly 
mentally  ill   can  be  substantially  alleviated  by  comprehensive 
home  screening  teams  which  follow  through  with  coordinated 
services  including  physical   and  mental  examinations,  counseling, 
and  placement  in  appropriate  alternative  care  settings. 

SOURCE:  Mental  Health  Care  and  the  Elderly:     Shortcomings  in 
Public  Policy.     Special   Committee  on  Aging,  United 
States  Senate,  Washington,   D.  C.,  November  8,  1971, 
pp.  62-74. 

SPONSORING  AGENCY:     California  Department  of  Mental  Hygiene 
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ALTERNATE  CARE  ARRANGEMENTS 


State  Dept.   of  Social  Welfare 
Montpelier,  Vermont 

This  project  is  an  experiment  based  on  the  hypothesis  that 
a  sizeable  number  of  persons  placed  in  licensed  nursing  homes 
do  not  need  this  level   of  medical   service  and  can  be  better 
cared  for  in  other  settings  or  through  alternate  care  arrange- 
ments if  they  were  developed,  available  and  understood  by 
patient,  family  and  physician.     A  social  worker  and  public 
health  nursing  specialist  have  major  responsibility  for  the 
development  and  implementation  of  alternate  care  arrangements. 
A  physician,  serving  as  a  medical  consultant,  with  the  assis- 
tance of  the  nursing  specialist,  determines  which  cases  could 
■utilize  an  alternate  care  arrangement  based  upon  the  indi- 
vidual's diagnosed  physical   and  mental   condition  and  social 
needs . 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     Health,  Education  &  Welfare 

Social  &  Rehabilitation  Service 
Office  of  Res.   Demons.  &  Trng. 
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DEVELOPMENT  OF  AUTOMATED  MEDICAL  HISTORY  QUESTIONNAIRE  FOR 

AMBULATORY  CARE  PROGRAM 


Massachusetts  Institute  of  Technology 
Lexington,  Massachusetts 


The  objective  of  this  project  is  to  provide  support  for  a 
team  composed  of  physicians  from  Harvard  Medical   School  and 
engineers  from  M.I.T.'s  Lincoln  Laboratory  to  begin  the  devel 
ment  of  a  compu te r- a s s i s ted  ambulatory  care  system.  Advanced 
information  technology  will   be  applied  to  compute  and  process 
routine  data.     This  will   provide  the  physician  with  readily 
usable  data  on  suggested  tests,  possible  diagnosis,  and  thera 
peutic  regimens.     In  this  first  phase,   the  contractor  will 
review  similar  developmental  work  and  carry  out  the  following 
specific  tasks  upon  which  further  development  depends:  (1) 
develop  two  branching  medical   history  questionnaires  based 
on  a  patient's  presenting  complaints;   (2)  develop  an  off-line 
history  acquisition  device;   (3)  design  an  evaluation  of  auto- 
mated medical   history  acquisition,   including  behavioral, 
economic,  and  clinical  considerations. 

SOURCE:     U.S.   Department  of  Health,  Education  and  Welfare 
Public  Health  Service 

Summary  of  Grants  and  Contract.   Active  in  Fiscal 
Year  1970.     Administered  by  the  National   Center  for 
Health  Services  Research  and  Development 

SPONSORING  AGENCY:     Health,  Education  &  Welfare 

Public  Health  Service 
NCHS-R&D 
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COMMUNITY  HEALTH  AGENCY   INFORMATION  REFERRAL  SYSTEM 


University  of  Southern  California 
Los  Angeles,  California 

The  objective  is  to  operate  and  evaluate  a  program  aimed 
at  facilitating  the  referral   process,  thereby  enabling  more 
consumers  to  reach  appropriate  services  for  health  care.  A 
data  bank,  containing  information  on  an  estimated  30,000 
agencies  and  individual   providers  of  services  in  the  Los  Angeles 
area,  will  be  established  and  the  data  stored  in  a  central  on- 
line computer.     The  bank  will  be  queried  through  terminals 
located  at  six  experimental   referral  stations  whose  personnel 
will  be  trained  in  the.  use  of  both  the  Medical   Problem  Classi- 
fication System  and  the  Social   Problems  Inventory  System,  in 
order  to  insure  an  accurate  provisional  diagnosis.     For  evalu- 
ation pruposes  personnel   in  five  control   stations  will   also  be 
trained  to  use  both  classification  systems  but  will   not  be 
taught  to  use  the  remote  terminals.     In  addition  one  of  each 
of  the  stations  will   be  set  up  in  a  Ilex  i  can-  Ameri  can  area  to 
determine  how  well   the  referral  methodology  will  work  in  an 
economically  disadvantaged  district.     Using  data  from  report 
forms  obtained  from  referral   agencies,  providers,  and  consumers, 
and  assessment  will   be  made  of  the  level   of  inappropriate  re- 
ferral,  inappropriate  referrals  including:     (1)   a  referred 
client  who  is  not  accepted  or  not  provided  with  care;   (2)  the 
refei^red  client  who  fails  to  appear;   or  (3)   distance  for 
travel   is  too  far.     Two  alternatives  for  the  ultimate  financing 
of  the  project  are  proposed:     (1)  management  by  an  established 
non-profit  agency,  such  as  the  Comprehensive  Health  Planning 
Agency  or  the  County  Health  Department;  or  (2)  management  by 
a  non-profit  corporation  yet  to  be  established. 

SOURCE:     U.S.   Department  of  Health,   Education  and  Welfare 
Public  Health  Service 

Summarv  of  Grants  and  Contracts.     Active  in  Fiscal 
Year  1970. 

SPONSORING  AGENCY:     HEW-PHS,  NCHS-R&D 
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TO  DEMONSTRATE  HOW  A  MEDICAL  SOCIAL  WORK  CONSULTANT  BY  WORKING 
WITH  A  MULTI-COUNTY   INFORMATION  AND  REFERRAL  SERVICES  AND  ITS 
COMPONENT  COUNTY   INFORMATION  AND  REFERRAL  SERVICES  WILL  STRENG- 
THEN HEALTH  SERVICES  FOR  THE  AGING 


Oklahoma  State  Department  of  Health 
Oklahoma  City,  Oklahoma 

The  project  is  designed  to  help  with  the  identification, 
utilization,  and  coordination  of  health  and  welfare  resources 
in  a  ten-county  region  in  Eastern  Oklahoma  and  to  provide 
Medical  Social  Work  Consultation  to  county  health  department 
personnel  on  a  regular  basis,  and  to  community  agencies,  organ- 
izations or  leaders,  upon  request,  to  help  with  individual 
problem  situations,  with  particular  reference  to  the  usage  of 
health  insurance  programs  under  Titles  XVIII  and  XIX.  Infor- 
mation and  Referral   Services,  set  up  under  State  Information 
and  Referral   Services  in  county  health  departments,  will  be 
strengthened  in  the  five  counties  where  they  had  been  organized 
previously,  and  Information  Referral  Services  will   be  developed 
in  the  five  other  county  health  departments  in  the  Region. 
Technical   consultation  will   also  be  given  to  help  establish 
the  service  and  to  identify  and  assess  health  and  welfare 
resources.     Medical   Social  Work  Consultation  and  I .  R .  Services 
will  be  tools  to  stimulate  community  organization  efforts  for 
coordination  of  health  and  welfare  services  on  a  county  and 
regional   basis,  which,   it  is  hoped,  will   result  in  effective 
comprehensive  planning  to  meet  the  health  needs  of  the  people 
in  this  area . 

SOURCE:     U.S.   Department  of  Health,  Education  and  Welfare. 

Public  Health  Service  Summary  of  Grants  and  Contracts. 
Active  in  Fiscal   Year  T~970.     Administered  by  the 
National   Center  for  Health  Services  Research  and 
Development. 

SPONSORING  AGENCY:     Health,   Education  &  Welfare 

Public  Health  Service 
NCHS-R&D 
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NETWORK  OF  INFORMATION  AND  REFERRAL  CENTERS 


Division  on  Aging 

Wisconsin  Department  of  Health  and  Social  Services 

To  improve  services  for  the  elderly  in  the  state  of 
Wisconsin,  a  network  of  information  and  referral  centers  has 
been  established  by  a  group  of  federal  agencies:     the  Admin- 
istration on  Aging,  the  Office  of  Economic  Opportunity,  and 
the  Social  Security  Administration.     The  centers  will  collect 
data  on  needs  of  the  elderly  for  the  state's  Division  on  Aging 
which  will  administer  the  project  and  provide  staff  training. 

The  project  will  test  the  usefulness  of  specialized  infor- 
mation and  referral  centers  for  the  aged,  as  compared  to 
similar  services  aimed  at  the  general  public.  Effectiveness 
of  the  use  of  non-professionals  in  providing  these  services 
will  also  be  tested.     Finally,  the  effectiveness  of  the 
analysis  and  use, by  the  state  agency,  of  the  data  collected 
by  the  centers  will  be  evaluated. 

Original  planning  of  the  network,  under  Title  IV  of  the 
Older  Americans  Act,  was  done  by  the  American  Rehabilitation 
Foundation's  Institute  of  Interdisciplinary  Studies,  which 
will  evaluate  the  project's  operation  and  plan  a  national 
network . 

SOURCE:     Project  synopsis,  working  draft,  September  2,  1971 

SPONSORING  AGENCY:     Administration  on  Aging 

Social  Security  Administration 
Office  of  Economic  Opportunity 
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RESTORATIVE  PROGRAMS 
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COMMUNITY  PLACEMENT  CENTER 


Western  State  Hospital 
Hopkinsville,  Kentucky 

The  Hospital   Improvement  Project  is  directed  at  placing 
geriatric  and  other  patients,  who  present  post-hospital 
planning  problems  other  than  major  physical   or  psychiatric 
disabilities,  in  their  own  homes  or  in  boarding  homes,  foster 
care  homes,  nursing  homes,  etc.,  to  the  patient's  friends  and 
re  1  at i  ves . 

With  applied  emphasis  on  group  and  individual   therapy,  and 
a  generally  stimulating  atmosphere,   the  investigators  feel  that 
they  are  preventing  and/or  reversing  the  feelings  of  lowered 
self-esteem,  the  diminished  self  confidence  and  the  great  sense 
of  insecurity  of  which  the  patients  so  often  speak.     Also,  by 
means  of  psychotherapeutic  drugs,  psychotic  symptoms  are  being 
reversed  in  most  of  the  patients  so  affected. 

The  treatment  team  is  striving  to  dispel   the  commonly  held 
idea  that  the  patient  has  of  being  alone  in  an  alien  environ- 
ment, bewildered  and  despairing,  and  substitute  instead  a 
sense  of  belonging,   the  goal   of  wholly  or  partly  self-earned 
independence  in  an  atmosphere  of  acceptance,   the  chance  to  use 
personal   treasured  possessions  and  some  freedom  to  live  with- 
out   the  indignity  of  being  classified  as  senile,  etc.,  with 
no  outlook  for  the  future.     Beyond  alternate  care  facilities, 
their  aim  is  to  restore  the  patient  to  his  optimum  functional 
capacity  and  return  him  home  when  feasible. 

SOURCE:     Science  Information  kxchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     Health,   Education  &  Welfare 

National   Center  for  Health  Services-R&D 
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HALF-WAY  AND  THEN  SOME 


State  Hospital  South 
Black  foot,  Idaho 

This  project  is  intended  as  a  natural  extension  and  ex- 
pansion of  the  Hospital   Improvement  Program  currently  under- 
way at  State  Hospital  South.     This  extension  is  designed  to 
broaden  the  scope  of  the  project  both  within  and  beyond  the 
hospital.     The  general  objective  continues  to  be  to  move 
chronic  patients  from  the  hospital   to  community  life,  and  to 
prevent  emergence  and  reinforcement  of  chronic  tendencies 
in  newly  admitted  patients.     A  new  focus,  however,  will  be 
upon  active  contact  with  community  resources  by  HIP  team  members, 
a  move  which  naturally  coincides  with  Idaho's  current  and 
planned  emphasis  in  mental   health,  i.e.,  deal  with  these  pro- 
blems at  the  community  level.     Within  the  hospital,  the  pro- 
ject aims  to  implement  hos pi ta 1 -wi de  transition  units,  utiliz- 
ing "unitized"  ward  teams  which  focus  upon  motivating  patients 
toward  discharge. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     Health,  Education  &  Welfare 

Public  Heal th  Servi  ce 
NIMH 
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RETURIJ  TO  THE  COMMUNITY  OF  THE  CHRONIC  HOSPITALIZED  MENTALLY 
ILL 


San  Mateo  County  Hall   of  Justice 
Redwood  City,  California 

The  purpose  of  this  three  year  on-going  project  is  to 
determine  to  what  extent  an  alternative  program  can  be  developed 
in  a  community  to  supplant  long-term  hospitalization  of  the 
chronic  and  severely  mentally  ill   in  the  State  hospital.  This 
community  based  program  will   include  a  halfway  house,  day 
hospital,  after  care  services,  sheltered  workshop  and  a  full 
range  of  vocational  services.     All  chronically  hospitalized 
patients  under  60  from  San  Mateo  County,  California,  will  be 
eligible.     Upon  referral   from  the  State  hospital   staff  they 
will  be  randomly  assigned  to  one  of  two  groups;  one  group  will 
receive  the  full   community  program  of  the  project.     The  other 
(comparison)  group  will  be  offered  the  sheltered  workshop  and 
full   range  of  vocational   services  but  will   not  have  access  to 
the  halfway  house  and  day  hospital.     This  comparison  group  will 
be  handled  through  existing  state  hospital   channels  of  dis- 
charge and  aftercare.     In  addition  to  ability  to  remain  in  the 
community  and  out  of  the  state  hospital,  the  two  groups  will  be 
compared  on  criteria  of  vocational,  social  and  personal  per- 
formance.    Another  focus  of  evaluation  will  be  a  comparison  of 
the  rehabilitation  potential   of  women  compared  to  men.  A 
system  of  cost  accounting  will  measure  the  actual  cost  of 
providing  community  rehabilitation  services  for  chronic  psychi- 
atric patients. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     Health,  Education  &  Welfare 

Public  Health  Service 
NIMH 
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COMMUNITY  CARE  FOR  MENTAL  HOSPITAL  GERIATRIC  PATIENTS 


Western  State  Hospital 
S tau ton,  Virginia 

Specific  goals  of  this  project  are:     (1)   In  hospital  re- 
habilitation of  geriatric  patients,   the  newly  admitted  as 
well   as  those  growing  old  in  residence;   (2)   Education  of 
families  and  communities  of  origin  in  their  responsibilities 
as  well  as  education  in  terms  of  the  overall   problem  of  the 
aged  in  general;   (3)  Exploration  of  community  resources  for 
the  aged;   (4)  Placement  or  replacement  of  geriatric  patients 
into  the  community  of  origin;   (5)   Demonstration  to  the  medical 
staff  and  nursing  personnel,  and  various  other  departments 
and  services  of  Western  State  Hospital   outside  the  project, 
that  this  project  approach  has  merit  extending  to  all  areas 
of  the  hospital   in  terms  of  caring  for  the  elderly;   (6)  Demon- 
stration to  the  parent  state  agency,  as  well   as  other  state 
mental   institutions,  of  this  project's  model   for  an  appropriate 
approach  to  the  problems  of  the  aged;   (7)   Co-ordination  with 
health  and  welfare  agencies. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     National   Institute  of  Mental  Health 
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GERIATRIC  PSYCHIATRIC  CARE  SPECTRUM  APPROACH 


Northern  State  Hospital 
Sedro  Wool  ley,  Washington 

Project  I  of  the  Geriatric  Psychiatric  Care  Spectrum 
Approach  was  the  development  of  the  Geriatric  Evaluation 
Center.     Project  II  will   be  Community  Return  of  Low  Dis- 
ability Geriatric  Patients.     The  primary  thrust  of  Project  II 
is  the  development  of  community  placement  and  maintenance. 
The  Geriatric  Evaluation  Center  will   continue  to  function 
primarily  under  Northern  State  Hospital   funds.     Project  II 
will   include  continuation  of  the  Gateway  House  ( W i Ike  Hall) 
as  a  facility  at  the  h.ospital   to  prepare  low  disability 
geriatric  patients  for  return  to  the  community. 

Major  effort  will   be  expended  in  locating  and  effectively 
utilizing  existing  community  resources  and  making  available 
staff  for  aftercare  services  and  consultation  in  the  community, 
with  staff  available  for  assisting  communities  that  lack 
facilities  to  help  in  planning  and  developing.  Extensive 
initial   survey  of  available  and  needed  facilities  is  an 
integral  part  of  our  plan.     Hospital-Community  Seminars  and 
Workshops  will   be  developed  to  provide  dissemination  of 
knowledge  and  skills  and  foster  hospital-community  coordination. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     National   Institute  of  Mental   Health,  HEW 
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EVALUATION -PLACEMENT  OF  THE  CHRONICALLY   ILL  AND  AGED 


Genessee  Region  Health  Planning  Council,  Inc. 
Rochester,  New  York 

At  a  hospital   for  the  chronically  ill   in  New  York,  clinical 
teams  composed  of  physicians,  public  health  nurses  and  social 
workers  will  evaluate  and  provide  placement  for  chronically 
ill   and  aged  persons  in  need  of  long  term  care.  Psychiatric 
and  other  consultation  will   also  be  available.     Once  a  patient 
is  placed,  there  will   be  a  routine  follow-up  to  be  sure  that 
the  placement  is  correct.     The  project  will   attempt  to  answer 
these  primary  questions  about  such  a  service:     Will   it  (1) 
result  in  better  placement  of  patients?     (2)  reduce  the  number 
of  misplacements?     (3)   bring  to  light  reasons  why  recommen- 
dations cannot  always  be  carried  out?  (4)  yield  data  for  com- 
munity-wide planning  of  facilities  and  services  for  the 
chronically  ill   and  aged?     Subsidiary  questions  relate  to  the 
extent  to  which  such  service  can  coordinate  the  efforts  of 
many  groups  into  an  integrated  community -wide  evaluation  and 
placement  system,  provide  guidelines  for  improving  all 
evaluations  and  placements,  shed  some  light  on  the  effects  of 
such  a  service  on  the  costs  or  charges  for  caring  for  the 
chronically  ill   aged,  and  be  self  supporting  through  fees 
and  third  party  payments  for  service.     In  operation,  control 
and  experimental   groups  of  50  patients  each  will   be  randomly 
selected.     The  control   group  will   be  placed  in  the  usual 
fashion,  but  the  experimental  group  will  be  placed  by  the 
new  service.     After  one  month,  all  patients  will  be  visited 
by  an  evaluation  team  who  will  judge  the  adequacy  of  the 
placement.     If,  as  expected,  there  is  a  difference  in  favor 
of  the  service,  cost  comparisons  will  be  made. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1970-NCHS 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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COMMUNITY  TREATMENT  OF  HOSPITALIZED  CHRONIC  PATIENTS 


Philadelphia  State  Hospital 
Philadelphia,  Pennsylvania 

Community  based  treatment  programs  for  chronic  psychotic 
patients  have  been  established  as  one  solution  for  the  high 
recidivism  rates  and  poor  community  adjustment  of  this  popu- 
lation.    An  essential  aspect  of  these  programs  involve  the 
utilization  of  indigenous  community  members   (enablers)  to 
supervise  and  train  patients  in  social   and  instrumental  be- 
havior.    Two  different  roles  have  been  developed  for  these 
community  members:     (1)   live-in  enablers  who  take  patients 
into  their  homes,  and  .(2)  visiting  enablers  who  regularly 
visit  patients  in  their  apartments  to  supervise  their 
activities.     The  effective  utilization  of  community  members 
as  rehabilitation  agents  could  free  professional  staff  for 
the  mobilization  and  training  of  such  manpower  for  a  large 
scale  rehabilitation  effort.     To  permit  such  a  demonstration, 
two  different  programs  have  been  established:     an  enabler- 
centered  program  where  professional  staff  efforts  focus  on 
direct  patient  services. 

Current  findings  indicate  that  community  treatment  gen- 
erates a  significantly  higher  release  rate  than  residental 
social   treatment.     It  also  produces  a  significantly  lower 
readmission  rate  than  traditional   hospital   treatment,  but 
does  not  differ  in  this  respect  from  residential  social 
treatment.     Similar  readmission  patterns  obtain  for  both 
community  based  programs,  i^e.,  the  visiting  enabler  and  the 
live- in  enabler  conditions.     In  addition,  the  visiting 
enabler  condition  is  more  effective  than  the  other  programs 
in  enhancing  independent  behavior. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     National   Institute  of  Mental  Health. 
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TREATMENT  DEPLOYMENT  OF     CHRONIC  MENTAL  PATIENTS 


Philadelphia  State  Hospital 
Philadelphia,  Pennsylvania 

This  research  project  is  a  companion  grant  to  the  Phila- 
delphia. S  ta  te  Hospital  entitled,  "Community  Treatment  of  Hos- 
pitalized Chronic  Patients."     The  project  was  designed  to 
evaluate  the  effectiveness  of  the  HIP  program,  particularly 
in  regard  to  the  following  issues:     (1)   Are  community-based 
rehabilitation  programs  more  effective  than  hospital-based 
programs  for  chronic  mental   patients?     (2)  What  is  the  appro- 
priate focus  of  professional   staff  in  providing  services  to 
chronic  patients:     work  directly  with  the  patient  in  modifying 
his  behavior,   or  train  indigenous  community  members  for  a 
social   influence  role  with  chronic  patients?     (3)  Which  is  the 
most  effective  community  setting:     living  in  homes  of  enablers 
who  provide  close  supervision,  or  living  with  other  patients  in 
apartments  and  receiving  regular  but  less  close  supervision  by 
enablers? 

Preliminary  results  indicate  significantly  less  patients 
return  to  the  hospital   from  communi ty- bas ed  programs  than  from 
those  who  leave  from  traditional   hospital   programs  and  the  hos- 
pital-based rehabilitation  programs.     It  was  also  found  that 
significantly  more  patients  are  returned  to  the  community  from 
the  communi ty- based  programs  than  from  the  hospital -based  re- 
habilitation programs.     The  following  findings  emerged  with 
respect  to  differences  among  the  four  community-based  programs 
(1)  greater  volume  of  pati ent-enabl er  interaction  in  the  "live- 
in"  than  " vi si ti ng-enabl er"  condition,   (2)  greater  attitude 
change  in  "live- in"  condition  than  in  the  "visiting-enabler" 
condition. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     National   Institute  of  Mental  Health 
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DURHAM- CENTRAL  GERIATRIC  PROGRAM 


John  Umstead  Hospital 
Butner,  North  Carolina 

This  project  proposes  to  develop  a  program  for  geriatric 
patients  in  need  of  psychiatric  care  which  will   provide  full 
diagnostic  work-up,  intensive  treatment,  and  rehabilitation. 
Also,  a  close  working  relationship  will   be  developed  with  the 
relatives  through  domiciliary  visits  prior  to  admission  when- 
ever possible,  and  consultation  as  necessary  after  discharge, 
either  to  the  patient's  home  or  alternative  placement.  It 
will  also  provide  consultation  to  community  agencies  already 
dedicated  to  the  care  of  the  elderly  and  provide  a  setting 
in  which  personnel  will   learn  the  techniques  necessary  in 
the  treatment  of  the  geriatric  patient.     Specific  epidemiologic 
research  will   be  delineated  and  the  possibility  of  research 
at  every  level  will   be  offered. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     National   Institute  of  Mental  Health 
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A  WARD  MILIEU  TREATMENT  PROGRAM 


St.   Louis  State  Hospital 
St.   Louis,  Missouri 

The  goals  of  tin's  program  are  twofold:     to  improve  the 
ability  of  the  hospital   attendants  to  work  with  patients  in 
a  therapeutic  way  and  to  bring  a  higher  level  of  functioning 
to  those  patients  on  continuous  treatment  (or  "Custodial") 
wards.     First,   these  aims  are  being  accomplished  by  adding 
dietary,  housekeeping  and  clothing  room  personnel   to  the  ward 
staff  to  relieve  the  nursing  personnel  of  these  duties  so 
they  can  learn  more  therapeutic  ways  of  working  with  patients. 
Second,   the  objective  has  been  to  change  personnel  expectations 
and  find  effective  ways  of  working  with  these  patients.  This 
group  of  patients  poses  particular  therapeutic  challenges  be- 
cause of  psychotic  deterioration  and  the  effects  of  prolonged 
institutionalization.     Their  ability  to  participate  in  the 
community  is  poor.     The  treatment  methods  of  the  program  en- 
able patients  to  go  to  a  nursing  home,  a  boarding  home,  or  his 
own  home.     Additionally,  a  Community  Living  Project  was 
developed  and  expanded  this  year  to  provide  a  place  for 
patients  to  try  out  newly  learned  or  relearned  living  skills. 
Systematic  evaluations  of  ward  climate,  personnel  attitudes, 
and  patient  progress  are  done. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     National   Institute  of  Mental  'Health 
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A  STUDY  OF  MILIEU  THERAPY  IN  A  CHRONIC  FACILITY 


Albert  Einstein'  College  of  Medicine 
Bronx,  New  York 

The  objective  is  to  measure  the  effectiveness  of  the  thera- 
peutic community  approach  in  altering  the  environment  of 
chronic  care  institutions.     Specific  aims  include:     (a)  foster- 
ing independent  decision  making  on  the  part  of  patients;  (b) 
reducing  patients'   dependence  upon  professional   and  subprofes- 
sional  care;   (c)  increasing  the  variety  of  self-directed 
activities  engaged  in  by  patients;   (d)  expanding  the  life-space 
of  patients  to  incorporate  activities  beyond  the  ward  and  even 
beyond  the  institution;   (e)  encouraging  patients'  participation 
in  group  functions  and  the  development  of  meaningful  inter- 
personal relationships,  as  a  substitute  for  isolated  self- 
preoccupation.     The  techniques  of  milieu  therapy  will  be  used 
to  create  a  semi-autonomous  small   society  which  permits  the 
maximization  of  independent  psychosocial   functioning  on  the 
part  of  patients.     Guided  by  specialists  in  group  work  and 
psychology,  patients  and  staff  will  be  encouraged  to  employ 
group  methods  in  defining  and  solving  their  common  life 
problems.     This  approach  will  be  used  on  two  floors  of  Beth 
Abraham  Hospital,  Bronx,  New  York,  each  of  which  can  house 
approximately  36  patients.     The  following  aspects  of  patients' 
attitudes  will  be  considered  as  dependent  variables:  perceived 
health  status,  feelings  of  self-esteem,  morale,  postive  life 
orientation  and  attitudes  toward  aging.     For  determining  the 
change  in  these  variables,   the  same  set  of  questions  will  be 
administered  at  a  number  of  points  during  the  study  period 
and  the  findings  examined  for  differences. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1 970- NCHS- R&D 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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REHABILITATION  OF  THE   INFIRM  AND  GERIATRIC  PATIENT 


Kankakee  State  Hospital 
Kankakee,  Illinois 

This  prog  yam  is  set  up  to  deal   in  a  comprehensive,  reha- 
bilitative way  with  two  broad  types  of  patients:     (1)  the 
chronic  geriatric  patient  who  has  become  physically  as  well 
as  socially  and  mentally  dependent,  and   (2)   the  non- ger i atr i c 
patient  with  physical   infirmities  that  interfere  with  complete 
recovery  from  his  mental  difficulties.     The  goal   is  for  dis- 
charge and  proper  p os t- h os p i ta 1   adjustment  where  possible; 
where  this  seems  unlikely  or  unreasonable,   the  program  is 
aimed  at  "making  life  richer  and  more  enjoyable"  for  the 
patient. 

The  operation  of  the  program  is   integrated  with  the  follow- 
ing sequence  of  activities:     Evaluation  of  referral,  remedi- 
ation training,   post- hospital   planning  and  follow-up. 

A  consultant  in  physical  medicine  and  rehabilitation 
supervises  the  overall   planning  and  organization  and  gives 
advice  continuously  throughout  the  program's  duration.  The 
rehabilitation  team  on  the  ward  is  composed  of  physician, 
rehabilitative  nurse,   physical   therapy  aides  and  psychiatric 
aides.     Consultants  in  speech,   rehabilitation  and  research, 
as  well   as  a  clerical   person,   are  other  personnel. 

Evaluation  includes  assessment  of  change  by  means  of 
physical,   psychological f   and  social-vocational  techniques. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     National    Institute  of  Mental  Health 
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TREATMENT  AND  REHABILITATION  OF  GERIATRIC  PATIENTS 


New  Jersey  State  Hospital 
Hammonton,  New  Jersey 

The  proposal   is  primarily  aimed  at  implementing  a  program 
of  concerted  effort  to  return  the  elderly  patients  to  the 
community  through  a  comprehensive  and  intensified  program  of 
treatment,  care,  rehabilitation,  re-motivation  and  re- 
socialization. 

Seen  as  the  result  of  the  implementation  of  this  proposal 
is  the  development  of  a  more  highly  therapeutic  climate  for 
this  age  group  and  the.  future  extension  of  such  a  program  for 
the  geriatric  population  of  this  and  other  hospitals  in  the 
State  of  New  Jersey. 

It  is  felt  that  such  an  intensified  program  can  result, 
furthermore,   in  shorter  hospitalization  and  reduced  hospital 
operational   costs.     The  proposed  work  would  undoubtedly  result, 
as  well,   in  keeping  the  geriatric  resident  population  consider- 
ably lower  than  at  present  and,  thereby,  afford  a  greater 
proportion  of  staff-time  and  funds  for  the  treatment  of 
younger  psychiatric  patients. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     National   Institute  of  Mental  Health 
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TIME  LIMITED  HOSPITALIZATION:  NEW  APPROACH  IN  TREATMENT  OF 
LONG-TERM  HOSPITALIZED  MENTAL  PATIENTS 


VA  Hospital 

St.  Cloud,  Minnesota 

This  is  a  project  to  test  the  use  of  setting  a  time  limit 
on  the  discharge  planning  process  of  long-term  hospitalized 
mental  patients  in  order  to  deal  with  the  problem  of  motivation. 
Specifically,  we  have  hypothesized  that  in  the  treatment  pro- 
cess of  long-term  hospitalized  mental   patients,  the  use  of 
time  limited  discharge  planning  is  a  more  efficient  method  of 
discharge  planning  than  traditional   planning  processes;  both 
methods  result  in  similar  post-hospital  adjustment. 

The  experimental   group  was  selected  from  a  random  sample 
of  all   patients  meeting  the  initial   criteria  of  one  year  or 
more  of  hospitalization  and  the  medical  criteria  of  being  able 
to  leave  the  hospital   if  proper  resources  are  available.  These 
patients  are  given  a  period  of  six  weeks  in  which  to  complete 
discharge  planning.     The  social  worker  working  with  the 
specific  patient  has  the  primary  responsibility  in  helping 
him  carry  through  on  this  plan  within  the  six-week  period. 
Planning  for  discharge  will   terminate  only  if:     (1)  relatives 
object  to  the  point  where  the  medical   staff  of  the  hospital 
will  not  overrule  objections,  or  (2)   a  marked  increase  in 
pathology  is  determined  by  the  staff  to  be  so  severe  that 
release  must  be  ruled  out.     Motivation  will   not  be  a  factor 
cons  i  de red  . 

The  control  group  is  to  consist  of  the  same  number  of 
patients  as  the  experimental  group.     They  will  meet  the  same 
criteria  as  the  experimental  group  in  the  discharge  planning 
processes.     No  time  limit  will   be  given,  however.     The  pro- 
cess of  discharge  planning  will  be  that  which  is  normally  or 
commonly  used  in  this  hospital.     In  other  words,  the  method 
of  dealing  with  the  problems  of  motivation  and  completing 
the  discharge  processes  will   be  clinically  determined. 
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There  will   be  a  minimum  sample  of  forty  in  each  group. 
Measurements  will   be,  first,   in  the  area  of  efficiency  of 
each  method  and,  secondly,  the  effectiveness  of  each  method. 
Efficiency  is  to  be  measured  by  determining  the  length  of  time 
from  referral   to  the  program  to  the  discharge  date  and  the 
number  of  man-hours,  specifically  social  work  time,  involved 
in  the  discharge  process.     Since  only  the  social  worker's 
function  in  each  of  the  processes  will   change,  it  is  reasonable 
to  assume  that  any  time  difference  will   be  in  social  work  time; 
consequently  this  will  be  the  primary  measurement  of  efficiency. 
Effectiveness  is  to  be  measured  by  determining  the  following: 
(1)   length  of  stay  in  the  community,   (2)  number  of  patients 
assigned  to  each  discharge  method  who  were  placed  and  who 
were  not  placed,   (3)   return  rate,  and  (4)  a  satisfaction 
rating  scale. 

SOURCE:     Science  Information  Exchange 
Smithsonian  I  n  s  t  i  t  u  t  i  o-n 

SPONSORING  AGENCY:     Veterans  Administration 
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HEALTH  CAREERS  RESEARCH 


New  York  Uni  vers i  ty 
New  York,  New  York 

The  objective  is  to  evaluate  the  effectiveness  of  new 
career  development  systems  in  economizing  on  scarce  manpower 
resources  and  in  improving  the  scope  and  quality  of  health 
services.     This  is  to  be  accomplished  through  a  new  career 
design  for  which  eight  requirements  are  proposed:     (1)  entry 
level  positions  in  which  worker(s)  can  be  immediately  pro- 
ductive to  the  employing  agency;   (2)   training  programs  in- 
tegrally connected  to  these  entry  positions;   (3)  a  visible 
career  ladder  between  these  entry  positions  and  high  positions; 

(4)  training  for  higher  positions  directly  through  the  job, 
with  portions  of  the  training  provided  during  time  off  dur- 
ing the  working  day;   (5)  a  close  link  between  training  and 
formal  education,   (6)   the  making  of  the  agency  responsible 
for  packaging  this  training  and  making  it  available  to  the 
worker;   (7)  upgrading  the  new  workers  as  well   as  presently 
employed  personnel;  and,   (8)  joint  training  of  professionals 
and  non-professionals. 

Seven  conditions  are  expected  to  be  accomplished  by  the 
p r o g r a m :     (1)  establish  understanding  and  acceptance  of 
workers'   career  development  model;   (2)  develop  intensive 
skills  and  training  based  on  functional   task  analysis  of  the 
elements  needed  for  the  performance  of  duties;   (3)  design 
and  execute  multilevel   training  programs  among  workers,  super- 
visors, professionals,  and  practitioners,  by  means  of  role 
playing,   simulation,   closed  circuit  television,  and  other 
training  aids;   (4)   negotiate  with  employers  to  provide  con- 
tinuing career  opportunities  for  trained  employees,  and  with 
educational   institutions  to  integrate  education  and  the  pro- 
vision of  credentials  for  work  and  in-service  training; 

(5)  instruct  trainers  within  each   institution;   (6)  specify 
and  design  supportive  services  to  enable  career  trainees  to 
manage  such  anticipated  problems  as  family  management,  academic 
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reentry,  and  the  like;   (7)   assist  in  negotiating  funding 
proposals  to  federal,  state,  and  private  agencies.     The  con- 
tinuous evaluation  plan  permits  program  modification. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1970-NCHS-R&D 

SPONSORING  AGENCY  :     National   Center  for  Health  Services,  R&D 
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SURVEY  OF  PROBLEMS  AND  EXPENSES  OF  THE  NEW  CAREERS  APPROACH 
IN  DEVELOPMENT  OF  ALLIED  HEALTH  MANPOWER 


John  Hopkins  University 
Baltimore,  Maryland 

The  purpose  of  this  project  is  to  develop  information 
that  will  provide  a  basis  for  guidance  and  planning  of  "new 
careers"  programs  in  the  health  field.     This  will  be  done 
by  evaluating  several   representative  programs  of  this  nature 
to  determine  their  effectiveness  in  meeting  problems  of  cer- 
tification, intra-  and  inter-institutional  complexities, 
union  or  professional  association  involvement,  horizontal  and 
vertical  mobility,  and  exchange  of  information  with  others 
engaged  in  similar  undertakings. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1 9 70- N CHS- R&D 

SPONSORING  AGENCY:     National   Center  for  Health  Services 
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USE  OF  ALLIED  HEALTH  PERSONNEL  IN  MANAGEMENT  OF  CHRONIC 
DISEASE  CLINICS 


Straub  Medical   Research  Institute,  Inc. 
Honolulu,  H  a  w a  i i 

This  project  has  as  its  aim  the  establishment  and  evalu- 
ation of  non-physician  managed  clinics  for  the  long-term  care 
of  patients  with  chronic  diseases  as  encountered  in  group 
practice.     Evaluation  of  cost,  quality,  acceptability  and 
transferability  of  the  method  will   be  made.     This  project 
has  special   importance  as  a  model   for  staffing  highly-organized 
group  practices  such  as  Health  Maintenance  Organizations. 

SOURCE:   Reynolds,   F.     Summary  of  Grants  and  Contracts  Active 
in  Fiscal  Year  1971.     Mimeograph,  1971 

SPONSORING  AGENCY:     HEW .     National   Center  for  Health  Services-R&D 


e 
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TRAINING  IN  COMMUNITY  HEALTH  AND  CHRONIC  DISEASE 


Johns  Hopkins  University 
School   of  Public  Heal th 
Baltimore,  Maryland 

The  objective  is  to  provide  post-doctoral   research  train- 
ing to  physicians,   social   scientists  and  other  public  health 
workers  in  community  health  and  the  social   aspects  of  chronic 
disease.     The  training  will   be  provided  through  formal  course 
work,  through  participation  in  on-going  projects  and  by  associ- 
ation with  a  wide  variety  of  health  professionals  at  the  Johns 
Hopkins  School   of  Hygiene  and  Public  Health.     Emphasis  will  be 
placed  on  the  social   and  cultural   dimensions  of  community 
health  and  chronic  disease  with  regard  to  (1)  etiology,  (2) 
problems  of  patients,  and  (3)   the  organization  and  provision 
of  health  services. 

SOURCE:     Science  Information  Exchange 
Smithsonian  Institution 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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MEDEX  DEMONSTRATION  PROGRAM 


Department  of  Preventive  Medicine 
University  of  Washington 
Seattle,  Washington 

The  MEDEX  program  has  as  its  long-range  objective  to  in- 
crease the  productivity  of  primary  care  physicians,  thus  ex- 
tending their  capacity  to  provide  more  and  better  medical  care 
to  their  communities.     To  reach  this  objective,  this  program 
proposes:     (1)   to  demonstrate  the  feasibility  of  utilizing  a 
new  source  of  health  manpov/er  (former  military  corpsmen) 
leading  ultimately  to  a  numerically  significant  input  of 
skilled  manpower  into  the  medical   care  delivery  system  in  a 
relatively  short  time;   (2)   to  determine  the  most  effective 
methods  of  selection,   training,  and  deployment  of  this  new 
health  professional   (MEDEX):     (3)   to  eliminate  the  legal  and 
liability  barriers  to  the  delegation  of  specified  tasks  here- 
tofore performed  only  by  physicians  in  civilian  practice;  (4) 
to  determine  the  most  effective  MEDEX  utilization  patterns 
and  their  impact  on  the  organization  of  certain  elements  of 
medical   care;   (5)   to  develop  a  model   training  site  at  which 
unresolved  problems  and  implications  of  this  innovation  can 
be  studied  and  resolved. 

Using  a  collaborative  model   comprised  of  the  trainers, 
evaluators,  users,  and  organized  medicine,  the  recruitment, 
selection,  and  package  training  techniques  will  be  tried, 
evaluated,  and  standardized.     Simultaneously,  it  will  be 
demonstrated  that  legal,   liability,  and  operating  frameworks 
can  be  established  to  promote  and  assist  replication  of  this 
innovation  in  the  health  manpower  field.     Studies  relating  to 
the  public  and  professional   acceptance  of  this  new  health 
professional  will  also  be  carried  out  in  this  demonstration 
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program.     Much  of  the  methodology  to  be  utilized  in  these 
studies  will   be  developed  in  accordance  with  the  circumstances 
existing  at  the  time  they  are  undertaken.     This  technique  of 
involvement  planning  following  strategy  design  has  been 
utilized  successfully  thus  far  in  this  program. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1 970- NCHS- R&D 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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MEDEX  DEMONSTRATION  PROG  RAM- -NORTHERN  NEW  ENGLAND 


Dartmouth  College,  Medical  School 
Hanover,  New  Hampshire 

The  goals  are  to  increase  productivity  of  primary  physicians 
to  provide  them  with  skilled  assistance  (MEDEX)  which  will  en- 
able them  to  improve  the  quality  of  that  productivity,  and  to 
enhance  the  efficiency  of  delivery  of  their  services.     To  im- 
plement these  goals,  the  MEDEX  program  anticipates  adaptation 
of  the  basic  plan  that  has  been  tested  successfully  in  the 
Seattle  MEDEX  program,  but  with  modifications  to  take  proper 
cognizance  of  the  New  England  cultural   terrain  and  of  qualifying 
circumstances  at  the  Medical   Center  and  among  the  physicians 
of  New  Hampshire.     In  Northern  New  England,  as  in  Seattle,  the 
program  will   adhere  to  a  basic  tripartite  form:     (1)  recruitment 
of  precep tor- phy s i ci ans  ,  MEDEX  condidates,  and  MEDEX  staff; 
coordination  of  the  administrative  structure;  and  selection 
and  organization  of  teaching  faculty  and  of  the  training  site(s) 
(2)  didactic  or  university  phase;  and  (3)  MEDEX  preceptorship 
or  field  phase.     The  program  will   be  a  collaborative  model  in 
two  senses:     (1)  co-action  among  the  practi ti oner- preceptors 
of  Northern  New  England,  the  physicians  of  the  academic  center, 
and  the  evaluators;   and  (2)  collaboration  with  three  other 
regions  of  the  U.S.,  each  different  from  the  others  in  mode  of 
practice  organization,  each  making  application  to  stage  a 
regional  MEDEX  demonstration  project.     Thus  the  opportunity 
is  present  to  test  the  MEDEX  concept  as  a  regional  template. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1 970- NCHS- R&D 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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PRIMEX  (Family  Nurse  Practitioner) 


University  of  North  Carolina 

School   of  Nursing 

Chapel   Hill,   North  Carolina 

The  objective  is  to  prepare  registered  nurses  to  provide 
primary  health  care  to  individuals  and  families  in  health 
centers,   clinics,  physician's  offices,  industries,   homes  and 
other  ambulatory  care  settings.     The  practice  of  the  PRIMEX 
nurse  is  to  be  community  oriented,  related  to  needs,  concerns 
and  priorities  of  the  consumers.     It  is  widely  accepted  that 
a  key  approach  to  coping  with  the  problem  of  the  shortage  and 
maldistribution  of  physician  services  is  the  expansion  of  the 
role  of  the  registered  nurse  through  advanced  training  and  the 
assumption  of  more  responsibility  for  primary  care  of  patients. 

SOURCE:   Reynolds,  F.     Summary  of  Grants  and  Contracts  Active 
in  Fiscal   Year  1971.     Mimeograph,  1971. 

SPONSORING  AGENCY:     HEW.     National   Center  for  Health  Services- 

R&D 
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EVALUATION  OF  NURSE  PRACTITIONER  IN  HEALTH  CARE 


Kaiser  Foundation  Research  Institute 
Oakland,  California 

The  objectives  are  to  evaluate   (in  a  controlled  fashion) 
the  effectiveness  of  Pediatric  Nurse  Practitioners   (PNPs)  in 
a  large  pediatric  group  practice,  and  to  study  the  impact  of 
PNPs  on  pediatricians,   other  nurses,  patients,  and  on  the 
PNPs  themselves  in  terms  of  job  satisfaction  and  changing 
relationships  with  patients.     The  PNP  will  work  with  four 
randomly  chosen  pediatricians  who  will   block  out  fifteen 
minutes  of  each  hour  for  consultation  with  her.  After 
establishing  contact  with  new  patients'   mothers,  the  PNP,  as 
the  primary  source  of  health  care  for  these  patients,  will 
handle  all   appointments   (approximately  6-8)  during  the  first 
year,  and  the  majority  of  visits  thereafter,  consulting  with 
the  physician  and  referring  any  call   she  feels  incapable  of 
handling.     As  each  patient  is  admitted  to  the  study,  a  con- 
trol  patient,   of  similar  age,  sex,  and  socio-economic  back- 
ground, will   be  selected  at  random  from  those  of  any  one  of 
the  pediatricians  not  working  with  a  PNP.     Comparisons  will 
be  made  of  the  two  groups  in  terms  of  costs,  patient  satis- 
faction, number  of  office  visits  by  appointment  and  non- 
appointment,  physical   growth,   presence  of  significant 
emotional  disturbance,  days  of  hospitalization,   number  of 
drugs  prescribed,   number  of  referrals  to  other  physicians, 
and  number  of  abnormal   physical   findings  in  the  routine  well- 
child  examination. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1 970-NCHS- R&D 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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COST-EFFECT  POTENTIAL  OF  NEW  MIC  (Maternal  - 1 nf a  nt  Care)  TEAM 
(Mi  dwi  f e) 


University  of  Mississippi  Medical  Center 
Jackson,  Mississippi 

The  purpose  of  the  project  is  to  demonstrate  and  evaluate 
the  cost,  utilization,  and  effect  of  the  care  provided  for 
low-income  patients  by  this  maternal - i nf ant  health  care  team 
with  the  nurse  midwife  as  the  central   figure.     The  team  is 
based  at  the  University  Medical  Center,  but  will  have  outreach 
into  the  surrounding  urban  and  rural  communities.     The  demon- 
stration will   include  comparison  of  the  care  provided  by  this 
team  with  care  provided  by  the  house  staff  in  a  teaching  hos- 
pital,  and  an  established  "Children's  Bureau  MIC  project." 
The  project  will   also  demonstrate  the  effect  of  utilization 
of  this  team  in  a  community  hospital  which  has  no  house  staff. 

SOURCE:     Reynolds,  F.     Summary  of  Grants  and  Contracts  Active  in 
Fiscal  Year  1971.     Mimeograph,  1971. 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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RESEARCH  TO  INCREASE  HEALTH  SERVICES  TO  CHILDREN 


University  of  Colorado  School   of  Medicine 
Denver ,  Col orado 

The  objective  is  to  train  a  completely  new  type  of  child 
health  professional,   the  Pediatric  Associate,  and  to  evaluate 
his  effectiveness  in  providing  increased  health  services  to 
children  and  in  alleviating  part  of  the  present  and  future 
deficits  of  health  manpower.     The  Pediatric  Associate  will  be 
qualified  to  provide  diagnostic,  preventive,  and  therapeutic 
services  to  more  than  80  percent  of  children  presently  being 
given  by  pediatricians  in  their  offices.     The  training  of 
the  Pediatric  Associate  will   be  completed  in  five  years  as 
compared  to  the  eleven  years  now  needed  to  train  a  pediatrician 
The  course  of  study  will   include  two  years  of  a  modified  pre- 
medical   curriculum  at  a  college  or  university,  followed  by 
two  years  at  the  University  of  Colorado  Medical   Center  (one 
of  which  will   be  spent  principally  in  the  basic  sciences  and 
the  second  primarily  with  clinical   subjects),  and  a  one-year 
internship.     The  associate  will   be  certified  by  the  State 
Board  of  Medical   Examiners  and  will   practice  in  various  public 
health  facilities.     Evaluation  will   be  undertaken  in  the 
following  areas:     (1)   standards  for  selection  of  trainees; 
(2)   acceptability  of  the  program  to  the  trainees;   (3)  accept- 
ance of  the  "associate"   by  the  pediatrician  and  by  the  parents; 
(4)   analysis  of  the  impact  of  the  child  health  associate  upon 
the  actual   practice  of  pediatrics. 

SOURCE:     Summary  of  Grants  and  Contracts  Active  in  Fiscal 
Year  1 970- NCHS- R&D 

SPONSORING  AGENCY:     National   Center  for  Health  Services-R&D 
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LONG-TERM  CARE   IN  OTHER  COUNTRIES 


INTRODUCTION 


Attaining  perspective  on  the  health  services  available  to 
the  elderly  in  other  countries  requires  some  knowledge  of 
the  organization  of  general  health  services  in  each  country. 
Therefore,  where  possible  and  appropriate,  a  brief  description 
of  the  current  organization  and  operation  of  the  health  ser- 
vice system  is  included  in  the  following  analysis  of  care 
programs  for  the  elderly  in  Great  Britain,  Israel,  and  Sweden. 


Great  Britain 


General  Health  Services:     Medical  care  for  the  elderly 
in  the  United  Kingdom,  as  for  other  age  groups,   is  provided 
under  the  National  Health  Service  (NHS),  a  national  govern- 
ment health  insurance  plan  which  operates  through  a  tripartite 
system  of  hospitals,  general   practitioners,  and  local  authority 
health  and  welfare  services.     There  are  actually  three  separate 
health  systems  in  the  United  Kingdom,  all   very  much  alike  but 
having  certain  slight  variations   to  fit  the  peculiarities  of 
the  geographic  units  involved.     There  is  a  scheme  for  Ulster, 
Ireland,  another  for  Scotland,  and  another  for  England  and 
Wal es  . 

The  National  Health  Service  (NHS)  was  inagu rated  on  July 
5,   1948.     The  service  is  primarily  financed  by  the  Exchequer 
out  of  general   taxation,  as  Table  1  shows.     The  15  percent 
contributed  by  the  NHS  represents  the  service's  share  of  the 
weekly  payment  made  by  the  employers  and  employees  to  the 
social  security  system.     Some  patients  using  the  service 
contribute  almost  7  percent.     These  charges  are  for  private 
pay  beds  in  hospitals,  ophthalmic  appliances,  and  dental 
treatment . 
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TABLE  1 


Sources  of  National   Health  Insurance  Finance  1962-63 

( Engl  and  and  Wal es ) 


Percentage 


Exchequer 
NHS  contributions 
Payments  by  patients 
Rates  and  exchequer 


66.  5 


15.0 


6.8 


grants  to  local  authorities 
Other 


11.5 


0.2 


Total 


100.0 


Adapted  from  Forsyth,  G.  Doctors  and  State  M e d i c i  n e : 
A  Study  of  the  British  Health  Service,  Pitman  Medical 
"Publishing  C o .  1  London ,   1  966  ,  page  139. 

The  basic  principle  of  administration  of  the  NHS  is  to 
decentralize  as  much  authority  as  possible.     For  example,  in 
England  and  Wales,  operational   decision-making  power  is  vested 
in  the  15  Regional   Hospital   Boards   (hospitals  and  specialist 
services),   138  Executive  Councils   (general  medical  services), 
148  Local  Authority  Councils,  the  Board  of  Public  Health 
Laboratory  (bacteriology  and  virology),  and  the  Boards  of 
Governors  of  the  26  undergraduate  and  postgraduate  teaching 
hospitals   (Bierman,  et  al.,   1968).     All   governing  boards  and 
committees  are  made  up  of  unpaid  volunteers.     According  to 
Lindsey,  the  division  of  duties  between  the  local   and  national 
authorities  and  between  elective  and  appointed  bodies  "has 
worked  surprisingly  well"   (Lindsey,   1962,  p.   450).     Each  of 
these  bodies  receives  a  block  grant  each  year  with  which  to 
carry  out  its  functions.     The  allocation  of  the  total  health 
budget  among  these  components  is  a  responsibility  of  the 
Minister  of  Health.     Table  2  shows  the  distribution  of  the 
NHS  expenditure  in  1962-63. 
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TABLE  2 


Percentage  Distribution  of  the 
National   Health  Insurance  Expenditure  1962-63 
(England  and  Wales) 


Percentage 

Centra1  Administration 

0.5 

Hospitals 

56.0 

General  Practitioner 

Services 

8.8 

Drugs 

9.2 

Local  Health  and  Welfare 

13.5 

Other 

12.0 

Total 

100.0 

Adapted  from:     Forsyth,  G.     Doctors  and  State 

Medicine:     A  Study  of  the  British  Health  Service, 

P  i  tma  n  M  e  d  i  c  a  1   Pu"b  lishing  Co.,  London,   1966,  page  140. 


Each  of  the  15  Regional  Hospital   Boards   in  England  and 
Wales  is  responsible  for  planning  and  administering  the  hos- 
pital  services  in  its  own  region.     However,   the  teaching  hos- 
pitals are  administered  by  independent  Boards  of  Governors. 
In  Scotland,  both  teaching  and  nonteaching  hospitals  are 
administered  by  the  Regional  Hospital   Boards.     The  Regional 
Hospital   Boards   operate  a  full   range  of  inpatient  and  out- 
patient facilities,   including  general   hospital,  maternity, 
geriatric,   infectious  diseases,  convalescent,  rehabilitation 
and  mental   diagnostic  and  treatment  facilities.     All  consul- 
tant specialist  physicians,  their  assistants,  and  all  physicians 
in-training  are  salaried  employees  of  the  Regional   Boards.  Each 
local   hospital   has  a  Hospital   Management  Committee  that  assures 
responsibility  for  its  day-to-day  operations. 

The  138  Executive  Councils  manage  the  general  practitioners, 
dental,  drug  and  supplementary  ophthalmic  services.     Each  of  the 
councils  contracts  with  practitioners  for  provision  of  services 
to  individuals   living  in  its  area.     In  contrast  to  the  hospital- 
based  consultant  specialists  and  trainees,  these  physicians, 
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dentists  and  pharmacists  are  independent  contractors,  not 
salaried  employees.     The  income  of  most  British  general 
practitioners  is  derived  from  capitation  fees  and  a  composite 
fee  basis  for  certain  services  and  treatment  given  to  temporary 
residents.     The  capitation  payments  and  composite  fees  are 
distributed  from  a  central   pool  which  is  managed  so  as  to  pro- 
vide the  average  family  doctor  with  the  agreed  national  average 
income.     Since  this  is  to  be  net  income,  practice  expenses  have 
to  be  taken  into  account. 

The  148  Local  Authority  Health  Units  are  responsible  to  the 
local   government  council.     Each  is  administered  by  a  trained 
public  health  physician  and  is  responsible  for  community-based 
midwifery,  dental,  preventive  medical,  aftercare,  special  resi- 
dential, health  visiting,  home  nursing,  homemaking  and  ambu- 
lance services.     Local   authority  health  and  welfare  services 
operate  with  varying  degrees  of  coordination  with  the  Executive 
Council   services,  "but  little  interchange  takes  place  between 
the  local  authority  and  the  hospital   services." (Bierm an,  et  al . , 
1968,  p.  15.) 

Current  policy  is  to  encourage  increasing  cooperation  among 
the  three  divisions  of  the  National   Health  Service  and  to  pro- 
vide those  highly  specialized  diagnostic  and  treatment  services 
which  can  only  be  obtained  in  the  hospital   or  from  a  consultant 
specialist  physician.     The  latest  development  in  this  direction 
is  the  enactment  of  the  Local  Authority  Social  Services  Act 
of  1970,  which  came  into  effect  in  England  and  Wales  on-  April  1, 
1971.      (A  somewhat  similar  act  is   in  effect  in  Scotland.) 

Health  Services  for  the  Elderly:     The  Local  Authority 
Social   Services  Act  was  converted  to  a  local   Department  of 
Social   Services.     The  new  department  incorporates   the  operation 
and  supervision  of  many  public  services  for  all   age  groups, 
including  the  elderly,  which  were  previously  distributed  among 
a  variety  of  departments  and  programs.     As  was  noted  before, 
local   authorities  were  responsible  for  various  programs  under 
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which  they  could  provide  home  helps  for  the  elderly,  meals  and 
recreation,   residential   housing  for  those  in  need  of  care  and 
attention,  chiropody  services,  laundry  facilities,  and  special 
rehabilitation  services  for  those  handicapped  or  disabled.  All 
of  these  services  are  now  to  be  brought  together,   insofar  as 
possible,  into  a  general   scheme  of  services.     Local  authorities 
were,   at  the  same  time,  directed  to  more  fully  implement 
Section  45  of  the  Health  Services  and  Public  Health  Act  of  19  68, 
which  dealt  with  the  welfare  of  the  elderly. 

Under  Section  45  of  the  Health  Services  and  Public  Health 
Act,  authorities  were  empowered  to  make  arrangements  to  meet 
the  needs  of  the  aged  by: 

1.  Providing  meals  and  recreation  in  the  older 
person's  home  or  elsewhere; 

2.  Informing  older  people  of  services  available 
to  them  and  identifying  those  in  need  of 
servi  ces  ; 

3.  Providing  transportation  facilities  and 
assistance  to  the  older  person  to  enable  him 
to  participate  in  services  provided  by  the 
authority  or  others; 

4.  Assisting  in  finding  suitable  boarding  homes; 

5.  Providing  visiting  services  and  social  work 
as  needed; 

6.  Providing  additional   home  facilities  needed 
to  secure  greater  safety,  comfort,  or  con- 
venience; 

7.  Contributing  to  the  costs  of  social  work  staff 
in  residential   housing,  whether  public  or 
private  (Shanas,  1971). 

The  implementation  of  the  new  Social  Service  Act  and  of 
Section  45  of  the  Health  Services  and  Public  Health  Act  places 
upon  the  local   authorities  the  obligation  to  provide  for  the 
elderly  a  variety  of  supplemental   services  directly  related 
to  medical   care.     In  directing  local   authorities  to  implement 
Section  45  of  the  Health  Services  and  Public  Health  Act,  the 
government  position  was  stated  as  follows: 
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"It  will   be  essential   to  secure  the  closest  possible 
operational   integration  between  the  existing  and  the 
new  services  provided  by  the  social   services  depart- 
ment and  those  provided  by  the  health  departments, 
general  practitioners  and  hospitals,   in  order  to 
take  full  advantage  of  their  contribution  to  the 
earlier  identification  and  treatment  of  need.  It 
will  also  be  essential,  as  already  mentioned,  for 
authorities  to  re-think  their  pattern  of  welfare 
services  as  a  whole,  and  to  develop  them  on  the  basis 
of  a  thorough  review  of  their  i nter- rel ati onsh i p  and 
of  the  most  effective  use  of  existing  and  potential 
voluntary  effort.     This  may  lead  to  changes  in  em- 
phasis or  in  priorities,  and  to  the  provision  of 
new  services  (e.g.,  housing  adaptations,  regular 
visiting)   in  preference  to  the  development  of  exist- 
ing ones.     No  absolute  priorities  can  be  laid  down, 
since  different  groups  of  the  elderly  will  require 
different  kinds  of  help  most  urgently.     Local  surveys 
will  help  in  determining  priorities.     The  most  impor- 
tant early  need  may  be  that  of  skilled  advice  and 
support  in  seeking  the  best  solutions  available  to 
the  problems  which  face  individuals  or  families. 
Home  help,   including  laundry  services  and  other  aids 
to  independent  living,  should  probably  be  high  on 
any  priority  list...   so  should  be  social  visiting, 
organized  and  co-ordinated  by  the  local   authority,  but 
largely  undertaken  by  voluntary  workers  or  others 
after  suitable  preparatory  training.     Many  of  the 
elderly  who  can  be  transported  will   require  social 
centers  providing  meals  and  opportunities  for  occu- 
pation as  well   as  companionship  and  recreation.  For 
the  housebound  and  the  frailer  elderly,  meal s-on- 
wheel s  will   also  need  to  be  developed."     ( Departm e n t 
of  Health  and  Social   Security  Circular,  March  29,  1971, 
D/M  258/8  .  ) 

The  national  government  thus  directed  the  providers  of 
services  to  the  elderly,  both  health  and  social  service 
authorities,  to  further  integrate  their  programs  wherever 
possible   (Shanas,   1971).     Emphasis  was  to  be  placed  on  meeting 
the  needs  of  older  people  within  a  family-oriented  program 
as  recommended  by  the  Seebohm  Committee  in  its  report  of 
July  1968.     In  short,   a  national   commitment  to  the  provision 
of  social   services  has  been  made,  calling  for  development  of 
a  locally  based  service  network.     The  recency  of  this  legis- 
lation, geared  to  the  care  of  the  elderly,   precludes  any 
evaluation  of  this  new  component  of  the  British  system  for  the 
present . 


11-181 


The  Development  of  Geriatric  Day  Hospitals 
in  the  United  Ki  ngdom 

The  following  is  a  review  of  J.C.   B roc k 1 e hu rs t 1 s  compre- 
hensive study   (1970)   of  the  day  hospital   in  the  United  Kingdom. 

In  1958,   there  were  only  9  day  hospitals  for  the  elderly 
in  Great  Britian  and  Northern  Ireland;   by  1969  the  number  had 
risen  to  90,  with  another  29  planned  for  1970.     This  rapid 
development  of  the  geriatric  day  hospital   is  a  demonstration 
of  the  esteem  which  British  geriatricians  accord  this  kind 
of  care.     Only  4  percent  of  all   geriatric  consultants  thought 
day  hospitals  to  be  of  little  or  no  value. 

Day  hospitals  for  the  elderly  often  developed  out  of  an 
occupational   therapy  department  of  a  general   or  geriatric  hos- 
pital.    They  provide  medical   examination,   nursing  treatment, 
physiotherapy,   occupational   therapy,   speech  therapy,  dentistry, 
and  chiropody.     Meals,  baths,  h a i rd re s s i n g  ,  and  laundry  ser- 
vice are  often  supplied  as  well.     The  treatment  offered  generally 
was  given  to  inpatients  before  discharge  as  well   as  to  out- 
patients.    Discharge  from  the  wards  was,   therefore,  simplified 
for  the  geriatric  patients  who  could  continue  to  attend  the 
day  hospital  with  which  they  were  already  familiar. 

Some  day  hospitals  studied  by  Brocklehurst  found  themselves 
providing  more  social   care  than  others.     To  a  large  extent,  the 
utilization  of  hospital-based  social   care  functions  depended 
on  the  number  of  social-care  day  centers  in  the  area.  For- 
tunately,  the  trend  seems  to  be  that  the  advent  of  a  day  hospital 
tends  to  precipitate  development  of  geriatric  care  services   in  the 
area,   including  day  centers  and  geriatric  outpatient  clinics. 

The  medical   staff  believed  that  the  most  important  function 
of  the  day  hospital  was  physical   rehabilitation,  with  physical 
maintenance  therapy  as  a  second  objective.     Patients  were 
referred  in  about  equal   numbers  from  the  hospital   wards  and 
from  the  community  by  the  general   practitioner  and  outpatient 
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clinics.     They  were  most  often  admitted  with  arthritis,  stroke, 
and  chronic  brain  syndrome.     It  was  found  that  referral   to  the 
day  hospital   meant  earlier  discharge  from  the  hospital  wards 
and  a  reduction'  in  admissionsfor  inpatient  care. 

Brocklehurst  reports  that  the  highest  rate  of  discharge 
was  achieved  for  stroke  patients,  and  the  lowest  for  those 
with  chronic  brain  syndrome.     Moreover,  patients  attending  for 
social   care  could  linger  on  at  the  day  hospital  almost 
indefinitely. 

The  report  concludes  that  the  geriatric  day  hospital  ful- 
fills three  main  functions:     it  serves  as  a  stroke  rehabili- 
tation unit,   it  prevents  increasing  disability  in  arthritic 
patients,  and  it  supports  the  management  of  patients  with 
chronic  brain  syndrome. 

Brock  1 e hu rs t 1 s  final   evaluation  of  the  day  hospital  is 
that  this  type  of  organization  for  the  care  of  the  elderly 
is  a  successful   development,   but  more  resources  for  care  of 
aged  patients  are  needed  in  the  community  so  that  the  day 
hospitals  may  restrict  themselves  to  looking  after  those 
patient  needs  which  they  are  specially  designed  to  meet.  In 
Brocklehurst1 s  view,   hospital   resources  are  used  inefficiently 
when  providing  social   care  services. 

The  Oxford  Program:     The  Oxford  Geriatric  Unit  of  Cowley 
Road  Hospital   in  Oxford,   England  has  since  1950  operated  a 
program  of  progressive  patient  care  which  has  received  wide 
attention  in  this   country  because  of  its  apparent  effectiveness 
in  restoring  a  high  proportion  of  the  aged  to  normal  community 
life  through  the  provision  of  continuing  services  which  are  de- 
signed to  enhance  independent  living. 

Progressive  patient  care  is  based  on  the  philosophy  that 
appropriate  treatment  given  at  the  correct  stage  of  the 
patient's  illness  can  assure  recovery  for  most  of  those  who 
survive  the  acute  phase  of  illness;  many  are  able  to  resettle 
in  the  community  in  an  earning  capacity. 
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Dr.   Lionel   L.   Cos  in,  director  of  program  service  since 
its  inception,  identifies  the  program  as  one  providing  "continui 
care"-   instead  of  the  inadequate  episodic  care  which  ends  when 
ither  the  patients'   financial   resources  or  tolerance  are  ex- 
hausted.    The  philosophy  of  care  practiced  at  Dr.  Cosin's 
program  is,  in  his  own  words,  "to  deal  with  the  individual 
personal   needs,   not  necessarily  wants,  at  the  right  time  in 
the  development  of  the  natural   history  of  the  disease,   in  a 
community  setting  or  as  near  a  community  setting  as  possible." 
(Cosin  1971.) 

This  calls  for  a  comprehensive  service  embracing  both 
hospital   and  community.     When  a  patient  is  admitted,  a  program 
of  rehabilitation  and  resettlement  is  begun  at  once  with  a 
mult i disciplinary  group  assessing  the  patient's  needs.  Assess- 
ment is  fourfold,   aimed  at  establishing  a  diagnosis  of  the 
pathological   basis  of  the  patient's  illness,  the  physical 
disability,   the  mental   disability,   and  the  social   need.  On 
the  basis  of  this  assessment,  a  program  is  planned  for  the 
patient  which  may  include  investigation  and  treatment,  rehab- 
ilitation and  resettlement,   and  some  kind  of  continuing  care. 
Types  of  continuing  care  include  domiciliary  services  supplied 
by  the  local   authority,  day  hospital   care,   "holding"  admissions, 
planned  short-term  readmi s s i ons  ,   long-stay  care,  or  the  promise 
of  immediate  read miss  ion  in  cases  of  new  illness  or  social 
breakdown . 

Because  of  its  policy  of  replacing  episodic  care  by  a 
program  of  continuing  care,   the  geriatric  department  at  Oxford 
provides  facilities  for  rehabilitation,   research,  and  resettle- 
ment,  in  addition  to  those  necessary  for  acute  treatment.  The 
geriatric  department  also  maintains  a  close  working  relationship 
with  all  domiciliary  services   (see  list  in  Exhibit  1).  When 
admission  is  needed,  patients  are  taken  in  as  early  as  possible 
following  the  onset  of  illness,   to  a  ward  organized  on  the 
progressive  patient  care  concept.     The  acute  admission  and 
assessment  ward  provides  all   the  intensive  care  services.  It 
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Exhibit  1 

Domiciliary  Services  in 
The  United  Kingdom* 


DEPT     GERIATRIC  MEDICINE 

GENERAL  PRACTITIONER 

(OXFORD) 

STATUTORY  AGENCY 

1 . 

FOLLOW-UP   (MED  -  SOC.  ) 

1  . 

AMBULANCE  SERVICE 

2. 

UNPLANNED  READMISSIOM 

2 . 

WELFARE  DEPT.  SUPERVISION 

3. 

PLANNED  READMISSION 

3. 

MENTAL  HEALTH  OFFICE 

4. 

HOLIDAY  READMISSION 

4. 

MEDICAL  SOCIAL  WORKER 

5. 

DAY  HOSPITAL  (Therapy, 
Diagnosis,   Family  relief) 

5. 

HEALTH  VISITORS 

6 . 

FLOATING  BED 

6. 

HOUSE  MANAGER 

7 , 

HOME  CARE   (Male  Nurse) 

7. 

HOUSING 

8. 

GERIATRIC  HEALTH  VISITOR 

8. 

WELFARE  PHYSICAL  AIDS 

9 . 

HALF-WAY  HOUSE 

9. 

DOMICILIARY  P.T. 

10. 

M.D.    ADVISORY  SERVICE 

1  0  . 

DOMICILIARY  O.T. 

n. 

M.D.    PASTORAL  SERVICE 

1  1  . 

HOME  HELP  SERVICE 

12. 

M.D.    PRIORITY  SERVICE 

12. 

DISTRICT  NURSE   (Home  Care) 

13. 

HOUSING  ALTERATIONS 

VOLUNTARY  AGENCIES 

14. 

PREVENTIVE  HEALTH  PROGRAM 

1  , 
2 . 
3. 

FRIENDLY  VISITING 
SOCIAL  CLUBS 
WORKSHOPS   (Part  Time) 

1  5. 
16. 
17. 

PODIATRY 

MEALS  ON  WHEELS 

DAY  CARE 

4 . 

GROUP  HOLIDAYS 

5 . 

DAY  CARE   (Good  Neighbour) 

6. 

YOUTH  CLUBS  &  SCHOOLS 

7 . 
8. 

PODIATRY 

MEALS  ON  WHEELS 

9. 

NIGHT  SITTER  SERVICES 

10. 

HOUSING  SOCIETIES 
(Non  Profit) 

1 

11. 

RED  CROSS  LOAN  SCHEME 

i 

Even  though  these  services  may  vary  in  strength  from 
community  to  community,   the  geriatric  practitioner  can 
rely  on  the  support  being  basically  available   (Wells,  1971). 
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can  merge  with  the  first  stage  of  the  intermediate  care  zone 
which  provides  rehabilitation  services.     Finally,  there  is  the 
minimal   care  zone  after  which  patients  are  not  discharged  but 
resettled,   if  possible,   in  the  community;   if  resettlement  is 
not  possible,  they  are  placed  in  a  long-stay  ward. 

The  intermediate  care  zone  is  staffed  largely  by  rehab- 
ilitation personnel,  physiotherapists,  and  occupational 
therapists.     The  aim  of  the  mu 1 t i d i s c i p 1 i na ry  program  of 
rehabilitation  at  this  stage  is  to  expedite  the  rapid  recovery 
of  the  elderly  patients  so  that  the  number  of  hospital  beds 
required  is  considerably  reduced.     The  early  introduction  of 
rehabilitation  personnel   is  consistent  with  Dr.  Cosin's 
philosophy  that  early  attention  to  rehabilitation  will  lead 
to  a  reduction  in  the  patient's  long-term  institutional  needs. 
The  rehabilitation  process  takes  place  in  specially  designed 
wards.     One  of  these  wards  is  the  "quick  stream"   (for  minor 
cardiac,   respiratory  and  cerebro-vascular  episodes)  where  the 
average  length  of  stay  is  25  days.     The  other  ward  is  the  "slow 
stream"  and  is  used  for  a  smaller  number  of  patients  with  major 
physical  disabilities,  often  complicated  by  psychiatric 
symptoms.     The  length  of  stay  in  the  slow  stream  ward  ranges 
from  120  to  180  days. 

The  geriatric  program  at  Oxford  presents  several  dis- 
tinctive features:     the  day  hospital,  the  community  hospital, 
beds  for  "holiday"   admission,   "short-term"  admission,  "floating" 
beds,  and  a  half-way  house;   all   of  these  are  essential,  according 
to  Dr.   Cosin,  for  the  continuing  care  of  the  elderly  and 
di  sabl ed . 

The  day  hospital   is  a  unit  of  the  geriatric  program  at 
Oxford  that  combines  medical   and  nursing  care  and  physical  and 
occupational   therapy  with  a  noon  meal  for  the  aged  patient.  The 
existence  of  the  day  hospital   permits  earlier  discharge  of 
patients  whose  progress  can  then  be  observed  during  the  period 
of  resettlement,   and  enables  patients,  whose  home  care  would 
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not  be  adequate  without  the  clay  hospital   attendance,   to  be 
returned  to  the  community.     The  small   community  hospitals 
linked  to  the  geriatric  program  provide  permanent  care  of 
those  severely  disabled  patients  who  can  no  longer  live  at 
home.     "Holiday"  admissions  assure  the  family  that  the  aged 
patient  will   be  admitted  to  the  hospital   during  the  family's 
planned  vacation.     A  short-term  admission  program  provides  for 
intermittent  two  week  admissions  when  social   stress  levels 
rise.     The  "floating"   bed  plan  is  a  scheduled  admission  every 
two  weeks  for  three  days  and  two  nights.     Over  the  course  of 
14  nights,  a  bed  can  provide  for  six  patients--and  thus  six 
families.     The  half-way  house  with  40  beds  is  part  of  the 
system  described  and  also  has  functional   links  with  the  local 
authorities  which  "are  vital   if  the  social   services  in  the 
community  are  to  be  available  when  a  patient  leaves  the 
hospital,"  maintains  Dr.   Cos  in. 

Dr.   Cos  in  claims  that  the  program  described  improves  in- 
dividual  patient  care,  gives  more  concentrated  treatment,  and 
gives  social   relief  to  the  family.     It  permits  comparisons 
between  the  competence  of  patients  in  their  own  home  and  in 
the  hospital.     It  gives  the  social  worker  or  health  visitor 
the  opportunity  to  identify  problems  in  interpersonal  relation- 
ships in  the  family  constellation  which  are  usually  complicated 
by  problems  of  patient  management.     Most  importantly,  the  use 
of  long-term  care  accommodations  decreases  because  social 
crises  are  less  frequent  since  the  patients  are  better  able 
to  live  in  the  community. 

According  to  Dr.   Cosin's  testimony  before  the  Senate  Sub- 
committee on  Long-Term  Care  in  July  1971,   the  Oxford  geriatric 
program  has  295  beds  available  serving  a  population  of  350,000, 
a  ratio  of  .85  beds  for  1,000  individuals.     In  1969,  Cowley 
Road  Hospital   admitted  some  2,000  patients  over  seventy  years 
of  age.     Their  average  length  of  stay  was  35.9  days.     Of  the 
discharges  that  year,  62  percent  were  resettled   in  their  own 
homes,   5  percent  were  resettled  in  nursing  homes  or  in  long- 
term  institutions,   18  percent  died,   6  percent  were  referred 
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to  acute  services,   1   percent  to  mental   hospitals,  and  7  percent 
to  a  half-way  house.     In  1969,  the  four  day  hospitals  gave 
500  treatments  per  week  to  300  patients. 

The  summary  of  Dr.   Cosin's  experience  at  Cowley  Road 
Hospital   in  England  suggests  that  his  holistic  approach  to 
the  care  of  the  elderly  is  effective.     It  is,  perhaps,  trans- 
ferable to  our  culture.     Lately,  several   recognized  professionals 
in  the  geriatric  field  have  agreed  with  Dr.   Cosin's  approach 
of  advocating  treatment  efforts  for  the  elderly  sick  directed 
toward  keeping  people  home,   if  at  all   possible.     This  can  be 
accomplished     by  offering  partial   hospitalization  (Gottesman, 
Quaterman,  and  Cohen,   1971).     These  authors  base  their  recommen- 
dations upon  another  English  experience  reported  in  Lancet  i  n 
196  9  by  Lear,  et  al.     This  article  describes  the  sharing  of 
the  families  and  community  services  or  mental   hospital  psycho- 
geriatric  wards  of  the  care  of  73  elderly  patients  over  a  three 
year  period. 

The  authors  found  this  approach  to  have  advantages  for 
the  patients,   the  family,  and  the  institution.     The  patient 
spent  approximately  a  month  at  the  hospital   and  a  month  at 
home.     The  treatment  team  consisted  of  both  hospital  and 
community  personnel,  with  the  social  worker  providing  the 
vital   link  between  home  and  hospital.     All   team  members  were 
involved  to  some  extent  on  a  continuing  basis  with  the  patient, 
and  the  family  had  opportunities  to  have  discussions  with  the 
ward  staff.     When  needed,   the  hospital   provided  help  at  "home 
such  as  laundry  service  for  incontinent  patients  and  home- 
helps."    Though  the  idea  of  sharing  the  responsibilities  for 
patient  care  was  sometimes  resisted  by  families,  and  more  often 
by  general  practitioners,  it  was  advantageous  to  all  parties. 
With  a  greater  emphasis  placed  on  personal   needs   than  on 
symptoms,  the  patients  tended  to  be  seen  as  persons  rather  than 
cases.     Even  in  the  hospital  wards,   the  atmosphere  of  depres- 
sion and  stagnation  was  reduced.     In  addition,   the  patients 
were  able  to  retain  their  places  in  the  family  and  community. 
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Families,  knowing  they  could  count  on  help  and  periodic  relief 
from  the  very  real   burdens  imposed  by  the  care  of  a  helpless 
person,  were  better  able  to  mobilize  their  resources  and  were 
freed  from  the  guilt  that  usually  accompanies  the  permanent 
institutionalization  of  an  aged  parent.     The  prolonged  contact 
with  families  provided  the  professional   staff  with  insights 
into  family  relationships  which  in  turn  provided  valuable 
learning  experience  for  them.     Finally,  the  sharing  approach 
demonstrated  clear  economic  advantages  since,  with  such  a  plan, 
each  hospital   bed  can  be  used  by  two  families  instead  of  one. 

Israel 

The  mass  immigration  of  the  forties,  and  subsequent  waves 
of  immigration  brought  to  Israel   a  great  influx  of  elderly 
persons  "in  a  neglected  state  of  social   and  physical  health." 
(Margulec  1970,  p.   232.)     At  the  government's  request,  the 
American  Joint  Distribution  Committee  (JDC),  a  philanthropic 
agency,  took  upon  itself  the  project  of  taking  care  of  the 
aged  and  needy  new  immigrants.     The  JDC  has  been  active  in 
Israel   since  1949  in  helping  that  country  meet  its  most  urgent 
health  and  welfare  needs.     In  a  short  period  of  time,  the 
agency  became  one  of  the  largest  guidance  agencies   in  Israel 
for  helping  with  public  health  and  welfare  problems  of  the 
aged.     According  to  Margulec,   through  its  activities  in  this 
field,   it  has  exerted  considerable  influence  in  the  country's 
social   pol i  cy . 

One  of  the  first  legislative  enactments  of  the  new  nation 
was  the  National   Insurance  Act  which  includes:     old  age  and 
survivors   insurance,  employee  injury  insurance,   birth  grants, 
maternity  allowance,  and  large  family  and  employees'  family 
allowance.     A  second  important  development  was  to  provide 
possibilities  for  work  for  the  elderly  and  sick  through  a 
special  agency,  "The  Rehabilitation,"   that  is  now  under  the 
jurisdiction  of  the  Minister  of  Labor.     The  Ministry  of  Welfare 
provides  financial   assistance  to  the  indigent  aged  through 

the  local   social   welfare  authorities. 
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Local   authorities,  with  the  assistance  of  the  government 

★ 

and  philanthropic  organizations   (e.g.,  JDC's  Malben  ),  are 
building  up  extramural   services  for  the  aged   (clubs,  occupational 
centers,  domestic  help,  meals-on-wheels,  etc.). 

Among  the  main  voluntary  agencies   involved  in  the  care 
of  the  aged,  besides  M alben,  are  the  Social  Welfare  Agency  of 
the  Labor  Movement,   the  Social   Organization  of  Women,  and 
many  other  voluntary  groups  of  religious  or  ethnic  character. 
Almost  all   of  them  except  Malben  consider  their  main  task  to 
be  the  care  of  the  healthy  aged  by  providing,   if  necessary, 
places  in  "homes  for  the  aged"   (hotel   type)  of  good  standards. 
There  are  7,000  beds  in  homes  for  the  aged,  43  percent  of  which 
are  managed  by  Malben  to  serve  new  immigrant  aged  persons.  Of 
the  total   number  of  beds,   only  about  23  percent  are  available 
for  infirm  and  sick  aged  who  require  nursing  care;  80  percent 
of  these  are  in  Malben' s  institutions   (Margulec  1970). 

Malben -JDC  Experience 

During  the  first  stage  of  Malben-JDC  work,  when  neither 
facilities  nor  trained  staff  were  available,  the  approach  was 
to  provide  shelter  for  the  able-bodied.     The  result  was  the 
institutionalization  of  many  in  facilities  which  did  not  provide 
medical   care.     Later,  modern  principles  of  care  were  introduced 
which  drastically  altered  the  planning  of  such  services  in  the 
country.     Malben  was  a  pioneer  in  Israel   in  introducing  a  new 
philosophy  of  care  of  the  aged.     A  brief  description  of  its 
experience  follows. 

Asses sment  of  the  Aged  Person  :     Since  1  958  ,  a  m u 1 1 i d i s c i  p 1 i - 
nary  approach  based  on  an  examination  of  the  individual  needs 
of  the  aged  person  referred  to  M alben  for  care  has  been  used. 


* 

Malben  derives  from  the  translation  of  the  Hebrew  initials 
of  Institutions  for  the  Care  of  the  Handicapped  New  Immigrants. 
This  philanthropic  agency's  main  activity  is  to  provide  care  to 
the  aged  new  immigrants. 
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Examinations  are  given  by  specialists  in  each  field.  Con- 
comitant with  the  medical  examination,  a  social  worker  investi- 
gates the  referred  person's  life  situation  and  that  of  his 
family.     The  results  are  discussed  in  a  special   team  session 
with  representatives  of  the  referring  social  welfare  agencies, 
and  a  joint  decision  is  made  as  to  services  needed.  This 
medi ca 1  - s oci a  1   assessment  technique  was  adopted  from  Dr.  Cosin' 
program  in  Oxford,  England,  discussed  previously  in  this  chapte 

With  the  introduction  of  the  assessment  procedure  in  the 
second  decade  of  Malben's  activities,  the  picture  changed 
drastically:     over  two-fifths  of  the  aged  were  helped  to  stay 
in  the  community.     All   kinds  of  special  arrangements  were  made 
and  community  facilities  developed  to  ease  the  lives  of  older 
persons  and  to  postpone  institutionalization  to  the  time  when 
such  a  move  would  be  necessary.     The  major  services  found 
necessary  for  the  aged  who  were  not  recommended  for  institu- 
tionalization were:     housing,  day  care,  foster  home,  home  help, 
additional   financial   assistance,  equipment,  appliances,  health 
insurance,  etc.     These  recommendations,  implemented  in  cooper- 
ation with  the  local  welfare  authorities,  demanded  intensive 
community  organization  for  the  creation  of  necessary  services 
and  maintenance  of  contact  with  the  family  and/or  the  aged 
person  who  lived  alone. 

Institutional   Care:     Long-term  care  in  Malben's  institution 
is  patterned  on  the  progressive  care  approach  where  the  resi- 
dent may  be  moved  from  the  bed-ridden  wing  to  the  infirm  care 
unit  to  the  well   unit  as  his  condition  warrants.     Even  a  tem- 
porary transfer  to  a  general   hospital   for  surgery  does  not  take 
his  bed  away  from  him,  and  he  goes  knowing  he  will   return  to 
the  familiar  environment.     The  principle  underlying  the  main- 
tenance of  progressive  care  homes  in  Malben's  entire  insti- 
tutional program  gives  special   consideration  to  changes  in 
health  status  and  to  upgrading  the  aged  person  from  a  lower 
level  of  functioning  to  a  higher  one.     This  philosophy  is  the 
permanent  focus  of  their  approach  to  geriatric  management. 
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The  aged  person  is  encouraged  to  leave  the  institution  and 
return  to  a  regular  environment  in  the  community,  secure  in  the 
knowledge  that  help  will   be  available  to  him  should  he  need  it. 
The  individual   is  assured  th.at  any  time  the  need  for  a  sheltered 
environment  arises,  he  will  be  readmitted  without  any  special 
red  tape;  this  is  probably  the  most  important  aspect  of  the 
Malben  approach.     The  plan  for  discharge  is  carefully  discussed 
with  the  local  welfare  agency  which  is  concerned  with  providing 
housing  and  assuring  a  minimum  income.     According  to  Margulec 
(1970),  "through  this  continuity  of  care,  Malben  has  returned 
to  the  community  some  900  persons  within  the  last  ten  years. 
Malben  has  thus  demonstrated  the  feasibility  of  keeping  the 
aged  in  the  community  if  suitable  extramural   services  are  pro- 
vided and  continuity  of  care  is  assured." 

Psychiatric  Geriatric  Care:     Eight  years  ago,  a  demonstration 
program  was  started  in  Israel   to  deal  with  the  problem  of  the 
mentally  disturbed.     The  principal   goal  was  to  organize  a 
medical  program  for  such  persons  to  avoid  their  permanent 
isolation  in  a  mental  hospital.     The  program  soon  proved  very 
useful   (Margulec,  1970)  and  has  been  accepted  by  the  government 
authorities  as  a  pattern  for  the  care  of  the  aged  with  mental 
disorders  and  defects. 

The  demonstration  project  was  located  in  one  of  the  mental 
hospitals  in  the  vicinity  of  a  Malben  home  for  the  aged.  A 
psychiatric  geriatric  ward  and  a  small   geriatric  ward  we^e  set 
up  in  the  hospital.     Diagnostic  and  rehab i 1 i tati on  facilities 
of  the  home  for  the  aged  were  at  the  disposal  of  the  patients 
in  the  program.     The  project  added  five  additional  facilities: 
a  day  hospital,  a  half-way  house,  a  long  stay  annex,  an  out- 
patient clinic,  and  a  follow-up  service.     The  day  hospital, 
for  the  aged  from  surrounding  homes  for  the  aged,  offered 
group  therapy  and  occupational   therapy  from  a  psychiatric 
team.     The  halfway  house,  not  far  from  the  hospital  and  within 
the  framework  of  the  Malben's  home  for  the  aged,  housed  the 
aged  pending  their  final  discharge  from  the  geriatric  ward  to 
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their  regular  environment.     They  continued  under  supervision 
of  the  psychiatric  team  while  there.     The  long  stay  annex  was 
for  patients  with  severe  mental  deterioration  who  required  the 
supervision  of  the  psychiatric  geriatric  team  of  the  hospital. 
These  individuals  did  not  require  hospital   care,  but  were  un- 
able to  remain  within  the  environment  of  the  home  for  the  aged 
The  out-patient  clinic  provided  treatment  for  the  disturbed 
aged.     The  follow-up  services,  in  which  a  psychiatric  nurse 
and  a  social  worker  visit  the  patient's  home  or  institute 
under  the  supervision  of  the  psychiatrist,  provided  supportive 
services  for  discharged  patients. 

This  multiple  approach  has  led  to  the  abandonment  of  a 
tendency  to  use  the  label   "senile  dementia"  for  every  aged 
person  with  a  mental  disturbance.     The  comprehensive  staff 
education  program  and  performance  of  the  assessment  process 
(described  in  the  previous  section)  contributed  largely  to 
new  therapeutic  procedures  aimed  at  rehabilitation.  The 
objective  of  these  procedures  is  to  determine  the  capability 
of  each  aged  disturbed  person  and  to  set  up  a  care  regime 
directed  at  preparing  the  patient  for  the  social  role  most 
suitable  to  him  at  his  particular  stage  of  life.     At  the 
same  time,  the  family  or  others  in  his  environment  to  which 
he  will  be  discharged  are  prepared  to  be  more  understanding 
and  tolerant.     Even  for  those  with  severe  mental  deterioration 
an  attempt  is  made  to  help  the  patient  manage  the  elementary 
dailyactivitiesofliving. 

Of  the  600  hospitalized  in  the  geriatric  psychiatric  ward 
during  the  first  three  years,  over  one-half  of  the  patients 
discharged  after  treatment  were  able  to  return  to  their  own 
home  or  a  substitute  home,  over  one-fourth  were  discharged  to 
institutions  for  psychiatric  long-term  care,  and  the  remainder 
went  to  general  hospitals  because  of  somatic  conditions.  The 
patients  discharged  to  psychiatric  institutions  suffered  from 
adjustment  disorders  of  senility,  psychotic  reaction  to 
senility,  and  arteriosclerotic  or  senile  encephalitis.  In 
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the  subsequent  years,  the  program  has  contributed  to  a 
diminishing  rate  of  admission  to  the  psychiatric  ward.  More 
and  more,  the  aged  with  mental  disorders  are  being  treated  on 
an  ambulatory  basis,  with  supportive  care  by  the  follow-up 
team  at  home.     In  1970,  three  hundred  patients  were  on  after- 
care programs. 

The  Ministry  of  Health's  Mental  Health  Division  has  adopted 
the  Malben  program  and  plans  are  underway  to  establish  similar 
services  throughout  the  country.     The  trend  is  to  establish 
special   geriatric  psychiatry  sections  on  a  regional  basis  in 
existing  mental  health  clinics  in  the  larger  communities.  The 
main  problem  in  implementation  is  the  training  of  enough  man- 
power to  staff  these  new  units. 

Extramural   Services:     Parallel   to  its  introduction  of 
assessment  procedures  for  the  aged,  Malben  initiated  the 
development  of  extramural  services  to  enable  the  aged  person 
to  live  independently  in  the  community  and  to  decrease  the 
demand  for  institutionalization,  especially  for  the  well  aged. 
Services  included  and  developed  in  the  extramural  program  are 
similar  to  those  in  other  countries:     assistance  in  housing, 
housekeeping,  day  care,  foster  homes,  sheltered  workshops, 
day  centers  for  occupational   and  recreational  activities,  clubs, 
meals-on-wheels,  chiropody,   and  so  on. 

In  promoting  these  services,  Malben  has  assisted  the  local 
authorities  both  financially  and  through  a  number  of  demon- 
stration projects  which  have  now  become  community  projects. 
The  new  trend  in  Israel   is  to  enlarge  the  activities  of  the 
local  health  department's  maternal   and  child  health  care 
clinics  to  include  care  of  the  aged.     Malben  has  chosen  the 
mother-child  health  centers  because  the  Ministry  of  Health 
units  cover  the  entire  country  on  a  regional   basis.  The 
expanded  role  of  these  clinics  has  created  a  need  to  train  the 
public  health  nurse  in  geriatrics,  to  increase  manpower  in 
the  clinics,   to  appoint  a  regional   physician  versed  in 
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gerentology,  to  increase  physiotherapy,  chiropody,  and  social 
work  services,  and  to  develop  a  health  and  welfare  guidance 
clinic  for  the'aged  under  the  leadership  of  the  local  public 
health  physician  in  cooperation  with  the  local  welfare  agency. 
One  function  of  such  a  combined  center  is  to  establish  a 
register  of  the  aged  in  the  area  served,  and  to  offer  consulta- 
tion of  all   kinds  to  guide  and  develop  a  preventive  health 
program  for  those  aged  75  and  over. 

Prospects  for  the  Future 

The  new  trend  in  Israel   is  to  develop  a  National  Health 
Insurance  Program  for  all   citizens  which  will   include  the  care 
of  patients  with  long-term  diseases.     A  regional  modern  insti- 
tutional program  for  the  aged  (based  on  Malben's  progressive 
care  approach  discussed  earlier  in  this  section)  is  in  the 
developmental  stage. 

The  necessity  to  start  services  for  the  aged  on  a  community 
basis  is  recognized  by  the  health  and  welfare  authorities.  A 
special   trust  fund  for  this  purpose  has  been  established.  The 
aims  for  the  first  period  of  five  years  consist  of: 

a.  the  development  of  extramural  services  which  will 
include  health  and  welfare  services,  domiciliary 
care  programs,  communal   centers  for  the  aged, 
housing  projects,  building  small   homes  for  the 
aged  with  a  bed  capacity  of  up  to  100  to  150 
beds  patterned  on  progressive  care  principles 
(one-third  of  these  beds  will   be  for  the  well 
aged  and  two-thirds  for  the  infirm  and  those 
needing  nursing  care). 

b.  the  establishment  of  a  staff  development  program 
of  linking  the  established  institutional  and 
extramural   care  program  for  the  aged  with  hospital 
services   in  the  geriatric  rehabilitation  wards. 
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c.     the  creation  of  positions  of  regional  geri- 
atricians and  physicians  trained  in  the  special 
medical-social  problems  of  the  elderly. 

Sweden 

Although  Sweden  helps  its  aged  to  avoid  institutionali- 
zation through  preventive  medicine  and  special  home  care 
services,  this  nation's  unique  contribution  derives  from  the 
structure  of  the  institutions  it  has  created. 

The  following  is  an  outline  describing  one  of  the  latest 
Swedish  organizations  created  to  help  long-term  patients-- 
the  long-term  clinic  in  Halmsted,  Sweden. 

The  Long-Term  Clinic  in  Halmsted,  Sweden 

Underlying  Philosophy:     Over  five  years  ago  the  Swedish 
government  decided  that  clinics  and  nursing  homes  should  be 
established  in  every  county  for  patients  who  needed  permanent 
nursing  care  not  available  at  home.     The  word  "geriatrics"  was 
not  used  in  the  resolution.     A  new  speciality  came  into  being, 
"long-term  diseases."     Dahl   (1971)  gives  the  advantages  of 
this  political  solution: 

a.  the  speciality  covers  all   adult  patients  from 
the  age  of  16  who  need  permanent  medical  super- 
vision and  care; 

b.  the  treatment  of  these  patients  can  be  undertaken 
at  a  special   clinic  with  the  same  physicians  who 
are  also  involved  in  the  supervision  of  nursing 
homes  and  home  care; 

c.  the  whole  speciality  of  geriatrics  is  automatically 
included  in  the  new  speciality;  and 
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d.     these  patients  are  removed  from  rehabilitation 
and  other  clinics  so  that  the  physicians  of 
these  . cl i ni cs  may  concentrate  on  their 
specialities. 

Since  the  resolution  took  effect,  specialists  in  long-term 
diseases  are  obliged  to  acquire  a  training  which  is  more  com- 
prehensive than  that  of  other  specialists.     Their  main  subjects 
are  internal  medicine,  psychiatry,  neurology,  and  rehabilitation. 
They  also  are  expected  to  have  sufficient  technical  knowledge 
to  solve  problems  such  as  how  to  adapt  auxiliary  apparatus  to 
the  needs  of  the  handicapped  patients.     They  need  to  be  versed 
in  social  medicine  as  well  as  the  social   legislation  of  the 
country.     Six  to  twelve  months  of  experience  as  a  general 
practitioner  are  required. 

Several   legislative  specifications  accompany  the  Swedish 
government  decision  to  establish  a  hospital  affiliated  clinic 
for  the  treatment  of  long-term  patients  in  every  county  and 
to  establish  nursing  homes  to  deal  with  patients  who  cannot 
be  cared  for  satisfactorily  at  home.     Some  of  these  specifi- 
cations are: 

a.  if  the  number  of  inhabitants  is  very  large, 
a  county  may  have  two  or  three  clinics  for 
the  long-term  patients; 

b.  the  technical   apparatus  and  facilities  needed 
by  the  handicapped  will  be  financed  principally 
from  public  funds. 

The  effective  functioning  of  the  long-term  clinic  depends 

upon  the  coordination  of  all   the  "paramedical"  specialities 

with  the  medical   section  as  well  as  the  development  of 

channels  of  cooperation  with  the  authorities. 
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The  district  of  residence  can  grant  loans   (up  to  $6,000  ) 
for  the  conversion  of  a  house  to  meet  the  needs  of  an  invalid. 
Currently,  the  practice  is  that  these  loans  give  families 
caring  for  long-term  patients  a  monthly  contribution  for  their 
care  or  cover  the  cost  of  domestic  help  for  3  or  4  hours  a  day. 

The  Halland  Long-Term  Clinic :     The  social  legislation 
described  earlier  has  obliged  each  parish  or  municipality  to 
help  individuals  or  families  with  the  care  of  a  family  member 
who  is  ill  for  a  long  time.     The  new  orders  and  rules  concerning 
long-term  patients  brought  diverging  interpretations  between 
the  parishes  and  the  county  concerning  assistance.     To  avoid 
this  divergence,  a  permanent  independent  organization  under  the 
county  council  was  established  in  Halland  county  to  help  all 
long-term  patients  in  the  county.     The  county  had,  in  1967, 
183,000  persons.     The  population  increases  about  3,000  a  year. 
About  half  live  in  agricultural   or  woodland  areas,  the  other 
half  in  small   towns.     Halmstad,  with  44,000  residents,  is  the 
seat  of  the  county  government. 

The  number  of  long-term  patients  in  1967  in  Halland 
county  was  3,270,  of  which  80  to  85  percent  were  geriatric 
patients.     Epidemiologic  research  showed  that  600  long-term 
patients  needed  permanent  nursing  at  institutions,  and  about 
200  with  "senile  dementia"  were  to  be  placed  in  special  nursing 
homes.     The  rest,  about  2,470,  were  to  be  treated  in  the  home 
care  department.     It  was  also  decided  that  about  1,200  of  the 
long-term  patients  were  to  have  an  activating  treatment  every 
year.     This  led  to  the  decision  that  Halland  county  would  pro- 
vide a  clinic  with  a  capacity  of  180  beds. 

The  clinic  came  into  being  four  years  ago  under  the  leader- 
ship of  a  chief  physician  with  wide  knowledge  in  social 
medicine,  comprehensive  training  in  administration  and  the 
social  welfare  system  of  the  county,  and  especially  capable 
in  fostering  communication  and  mutual  understanding  between 


* 
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clinic  staff  and  the  authorities.     According  to  Dahl  (1971), 
for  the  director  of  this  long-term  clinic  to  function  efficiently, 
"it  is  most  important  to  delegate  a  maximum  responsibility  to 
each  staff."     Currently,  about  90  percent  of  the  work  with  the 
local  authorities  is  left  to  staff. 

Three  types  of  staff  members  are  responsible  for  home  care 
(the  core  of  the  total  system):   physicians  who  deal  with  the 
medical  problems,  social  workers  looking  after  the  socio- 
medical  problems,  and  the  occupational  therapists  dealing  with 
technical  problems. 

Consolidation  of  Services:     The  latest  Swedish  development 
in  the  care  of  the  long-term  patients  is  based  on  the  consoli- 
dation of  services  geared  to  meet  the  needs  of  this  segment  of 
the  population.     One  local  county  wide  organization  is  respon- 
sible for  the  concentration  of  efforts  aiming  at  minimizing 
duplication  and  channelling  information  to  those  directly 
responsible  for  a  particular  aspect  of  the  care  of  the  long- 
term  patients  and  the  county  authorities. 

CROSS-NATIONAL  STUDY  OF  MEDICAL  CARE  FOR  THE  AGED  AND 
CHRONICALLY  ILL 

During  November  and  December  of  1971,  a  nine  person  team 
chosen  from  the  Medical  Assistance  Advisory  Council     and  from 
selected  units  within  the  Department  of  Health,  Education,  and 
Welfare  conducted  a  cross- nati onal   study  of  health  care  services 
in  five  European  countries  and  Israel.     Their  purpose  was  to 
identify  those  characteristics,  techniques,  and  trends  in  the 
visited  countries  in  order  to  develop  some  recommendations  for 
extending  and  improving  the  health  care  delivery  in  this 
country . 


The  Medical  Assistance  Advisory  Council   is  responsible  for 
advising  the  Secretary  of  the  Department  of  Health,  Education, 
and  Welfare  on  matters  of  general   policy  in  the  administration 
of  the  Medicaid  Program,  and  for  making  recommendations  for 
improvements  in  this  program. 
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The  study  team  elected  to  concentrate  on  three  areas: 
delivery  services  designed  to  prevent  illness  and  disability, 
medical  care  for  the  aged  and  chronically  ill,  and  planning 
and  resource  allocation.     On  March  8,  1972,  a  report  was  sub- 
mitted to  the  Secretary  of  the  Department  of  Health,  Education, 
and  Welfare.     A  summary  of  the  observations  and  recommendations 
of  the  study  team  about  medical   care  for  the  aged  and  chroni- 
cally ill  follows. 

According  to  the  MAAC  council  report: 

Long-term  care  services  in  Europe  and  Israel  are 
part  of  a  public  health  care  system  designed  to 
serve  the  entire  population,  without  distinction 
between  services  delivered  to  the  aged  or  the 
young,  the  poor  and  non-poor. 

Long-term  care  institutions  are  part  of  regional- 
ized, integrated  public  systems  of  institutional 
care.     The  nursing  homes  are  part  of  the  local 
health  care  complex  which  includes  the  general 
hospital,  home  care  services,  and  the  nursing  home. 
The  geriatric  unit  of  a  major  hospital   has  the 
responsibility  for  and  supervision  over  long-term 
institutional   care  of  a  defined  geographic  area. 

Long-term  institutional   beds  are  in  short  supply 
in  each  of  the  countries  studied.     It  was  recognized 
that  such  a  shortage  leads  to  misuse  of  beds  in 
acute  hospitals  by  long-term  patients  who  need 
lower  levels  of  care  and/or  specialized  services 
that  are  often  not  provided  in  the  acute  hospital. 
The  involvement  of  the  private  sector  to  remedy 
the  short  supply  of  beds  in  long-term  care  insti- 
tutions was  not  considered  either  appropriate  or 
viable. 
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These  observations  led  the  study  team  to  recommend  that 
the  Department  of  Health,  Education,  and  Welfare: 

Support  several  large  scale  area-wide  demon- 
strations of  the  advantages  of  linking  long- 
term  care  facilities  to  a  hospital  base. 

Examine  the  feasibility  of  establishing  an 
organized  regional  structure  through  area-wide 
public,  private,  or  quasi-public  corporation 
which  would  have  responsibility  for  developing 
resources  and  maximizing  delivery  of  the  entire 
range  of  long-term  care  services  in  a  defined 
geographic  area.. 

Other  observations  of  the  study  team  concerned  long-term 
patient  assessment  and  plan  of  care;  the  usefulness  of 
specially  trained  health  care  personnel;  the  importance  of 
integrating  supportive  services  and  social  work  under  a  single 
local  authority;  the  extensive  use  of  home  health  services,  not 
limited  in  duration,   in  order  to  maintain  the  individual  in 
his  own  home  for  as  long  as  feasible;  financial  incentives 
to  relatives  caring  in  their  homes  for  their  elderly  sick  and 
to  individuals  who  employ  the  disabled.     These  observations 
led  the  study  team  to  recommend  that  the  Department  of  Health, 
Education,  and  Welfare: 

Support  demonstrations  to  ascertain  the  utility 
of  establishing  units  at  the  local   level  which 
will  assess  the  long-term  needs  of  the  elderly 
for  personal   and  community  health  services; 

Take  appropriate  action  to  modify  the  major 
health  care  financing  programs  for  the  aged  and 
disabled  (Medicare  and  Medicaid)   to  provide  pay- 
ment for  health-related  support  services. 
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Take  steps  to  encourage  redirection  of  emphasis 
in  medical  education  to  the  field  of  geriatrics. 

Explore  the  feasibility  of  establishing  a  program 
which  will   provide  an  income  supplement  to  house- 
holds which  assume  responsibility  for  caring  at 
home  for  a  frail   or  disabled  parent  or  dependent 
who  would  otherwise  be  in  need  of  institutional 
care . 

Explore  the  cost  and  feasibility  of  establishing  a 
minimum  employment  requirement  and/or  an  employer 
subsidy  to  encourage  employers  to  hire  disabled 
individuals. 
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